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Must all children with congenital syphilis face a future inevitably dark? Not 
necessarily. for with careful, regular treatment much can be ac omplished. When the 
therapeutic agent is Bismarsen, such treatment is simplified because intramuscular 
injection eliminates the problem of finding a suitable vein—a factor which recommends 
its use for certain obese and elderly patients also. @ Although the spirillicidal action of 
Bismarsen is quite pronounced, it is sufficiently mild to permit use of the drug tor 
many patients who are unable to tolerate the usual antisyphilitic drugs. Even patients 
with cardiovascular syphilis, or elderly patients with hepatic syphilis, can usually 
take several courses of treatment without serious reactions. @ In a large clinie where 
Bismarsen was used for over 14 years, the reaction rate was but 0.85°¢ per injection, 


though many of the 823 patients in this group were considered poor risks. 
Results with Bismarsen included reversals of serologic findings, and the 


ntion of progression, neurosyphilis and relapse in most case- 
bismuth. It is 


@ Bi-marsen is a combination of arsenic and 23° 

ible in 0.1-Gm. and 0.2-Gm. ampoules with special solvent. 
e on Bismarsen will be sent upon request. 

LABORATORIES, NortH Cuicaco, TLLinors 


in, Shaffer, and Livingood, J. Amer. Med. Assn. (1942), 120:333. 


{Bismuth Arsphenamine Sulfonate, Abbott! 
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PENICILLIN 


—the drueo that vives new meaning to the word “control 


The penicillin which first attracted the attention of 
Alexander Fleming was an “occurrence of nature’, 
with no control exercised over the conditions of its pro- 
duction. Production of pyrogen-free penicillin for the you Specify - «|: 
medical profession, however, is accomplished only by 
the most elaborate methods of control for insuring 
highest attainable productivity, potency, and purity. 


Shown here is one of the many rigid controls exercised 
at the Schenley Laboratories. In this step, PENICILLIN 
SCHENLEY is being tested to insure standard potency. 
Such measures of elaborate control are your assurance 
that you may specify PENICILLIN ScHENLEY with 
the greatest confidence. 


SCHENLEY LABORATORIES, INC. 
Producers of PENICILLIN SCHENLEY + Executive Offices: 350 Fifth Avenue, New York | 
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Breck pHZ7 FPretective Cream 


n hands come into daily contact with grease + paint - ink - dirt or grime - the use 
Breck pH7 Protective Cream will often make it unnecessary to use harsh cleansing 
nts + This cream is applied before the day’s work and helps shield the skin from 
d 3reck pH7 Protective Cream vanishes as soon as applied and one application 
<ts three or four hours - After work mild soap and water will remove Breck 
Protective Cream + Skin specialists have found that harsh cleansing 

rials often cause industrial dermatitis - The use of Breck pH7 Protective 


{ram will help protect workers from this inconvenience and annoyance 


H BRECK INC MANUFACTURING CHEMISTS SPRINGFIELD MASSACHUSETTS 
ADIAN ADDRESS 47 © LAREN STREET OTT A Wea 
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inis Orocnure conducts 


4 
througn the Marcelle 


laboratory. 


The hypersensitive patient should c| 
her cosmetics with discretion. She should <el: 
hypo-allergenic beauty aids which are less 


to arouse sensitivities. 


For these patients prescribe Marcelle hy, 
allergenic cosmetics, since known allergens 
been omitted or reduced to a mimimum. Thorouo! 
testing of ingredients and exacting formulatio: 
the Marcelle laboratory are your assurance 


reliable cosmetics. 


* Write for a brochure on Marcelle laboratory procedures. 
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Acceptable for advertising in publications of t 


Medical Association for 4 years 


MARCELLE COSMETICS, Inc. 
COSMETICS 1741 N. Western Avenue Chicago 47, Illinois 
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In the treatment of PRURITUS ANI and VAGINAE 
and MYCOTIC INFECTIONS 


STIMULATING, LOCAL ANESTHETIC, BACTERICIDAL, FUNGICIDAL 


R Unduentum I S O - PA R 


(Trade Mark ISO-PAR Reg. U. S. Pat. Office) 


While pruritus may be due to a variety of causes, mycotic, 
secondary infection from scratching, neurosis, hemorrhoids, yet 
Unguentum ISO-PAR with its 


effect is curative in a very fair proportion of cases. Unguentum 
ISO-PAR is above average in its effect on MYCOTIC INFEC. 
TIONS of the HANDS and FEET, particularly in old chronic 
cases, and is of definite value in the treatment of ECZEMAS 
of the EAR. 


Unguentum ISO-PAR has as its active ingredient 17% Iso-Par (14 parts Iso-Paraffin 
Acids, C°-C**, Av. Mol. Wt. 174, modified by 3 parts Mixed Amine Salts 
2-Hydroxy-5-Iso-Octyl-N, N-Dimethy] Benzylam its Iso-} € 
Iso-Octyl-Hydroxy-Benzyl-Dimethy Iso-Parafinate), na 
base consisting of Cety] Alcohol, Beeswax, Titanium Dioxide, Lanolin, Petrolatum and 
Essential Oils. 

ent N 2 72 


Available on prescription in half-ounce and one-ounce containers 
and to Physicians and Clinics in four-ounce and one-pound jars 


Descriptive circular available to physicians on request. 


MEDICAL CHEMICALS, INC. 
406 E. Water Street ca 


MEDICAL 
ASSN 


Baltimore 2, Maryland 
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Acidolate, the original and only sulfated-oil detergent with a background ot extense 
clinical research, offers the following advantages as a skin cleanser in acne vulgaris ~ 


Other indications: When Soap is contraindicated, as in dermatitis venenata, ecze™, 


seborrhea, 


Supplied in 


8 oz. and gallon bottles 


a. Swarz, J.. H., and: Blank, 
J.A.M.A., 125:30 (May 6), 1944. Harrison, New Jersey 


Beccer cleansing in acne vulgaris was successfully attained when Acidolate 
ment for soap—was used as the skin cleansing agent in over 400 acne vulgaris patiens 
during a period of four years.' 


. Seems to lessen formation of new comedones and facilitates removal of those that 


. The acidity of Acidolate (pH 6.25) approximates that of normal skin and does 02 


. Contains no alkalis, no irritating fatty acids of low molecular weight and no allergens 


replaces 


Achieves thorough and better cleansing by gentle massage instead of harsh scrubbing 


Removes excess sebum as well as other fatty materials and loosens epithelial dedrs, 
do form. 


change the protective action of sweat. 
Renders the skin receptive to the action of prescribed therapeutic agents 


Insures the a cooperation because of early, favorable response tothe Aciso.2t¢ 
Massage”’ cleansing technique. 


substances. 
Water miscible, Acidolate rinses off readily with hot or cold, hard or soft water 


Printed instruction sheets for use of Acidolate by acne 
vulgaris patients available to physicians on request 


etc.; when soap is snadequate as in removing residual ointments 
LITERATURE AND SAMPLE ON REQUEST 
Distributed for NATIONAL OIL PRODUCTS CO. 4) 


RARE CHEMICALS, INC. 
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Luzier Cosmetics and Allergy 


PRB Women use cosmetics because they have developed a need 

. for them: they are essential to modern standards of good- 

SE } grooming and therefore contribute to a sense of well-being. 


J Py Your patient’s appearance, viewed cosmetically, is a factor 
= that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 


tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


as Since cosmetics are so universally used it is not to be wondered that 
paciencg they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 
which they are normally used. 


a; 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
lose tha any of their normally innocuous ingredients might be allergenic to the 

allergic individual. It is our practice to write our patrons a letter to this 
does nog effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
kel cannot tolerate scented cosmetics; therefore we routinely recommend and 
one select unscented products when there is a history or suspicion of allergy. 

This practice is not to imply or suggest that the subject is sensitized to 
lergeng perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


czemay Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI 
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Penicillin Merck meets the 
recognized high standard off 
quality established 
Merck products. It is subjected 
to repeated tests and controff 
procedures throughout everg 
step of the production process) 
Wc and the finished product 
assayed, tested, and approv: 
under rigid standards esta! 
lished by the Food and Dr 


A GLIMPSE AT THE RECORD — Administration and by | 


Merck Analytical Laboratories 


IN 19 i) Merck research on antibiotics concentrated on Peni- x ii + 


cillin. 


IN 19 41 Merck brought about a reciprocal arrangement be- 
tween British and American investigators to spur the production 
of Penicillin in co-operation with the United States and British 
governments. 

IN 1912 Merck supplied Penicillin for the first case of bac- 
teriemia successfully treated with this drug in the United States. 

IN 1943 Merck sent shipments of Penicillin to England by air PENICILLIN 
transport for urgent therapeutic use by the United States Army 7 aia _— 
Medical Corps. 
IN 1944 AND 1945 Merck produced ever-increasing sup- 

plies of Penicillin for our Armed Forces. 

AND NOW s Merck production of Penicillin has reached a point 

where, in addition to meeting continuing military requirements, 

large quantities are being produced for civilian medical needs. 


Literature on request 


MERCK & CO., Inc. Manufacturing Chemeésts RAHWAY, N. J. 


In Canada: MERCK & CO., Ltd., Montreal - Toronto + Valleyfield 
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BiRLY, RAPID COMPLETE DESTRUCTION 


ian be more effec- 
ively accomplished 


with the newer 


gsenicals such as 


COMICHLOROPHENARSINE HYDROCHLORIDE 
Winthrop 
‘stad in combination with a bismuth compound. 


Five outstanding characteristics: 
® High therapeutic potency 

® Wide margin of safety 

® Prolonged stability 

Isotonicity 


® Convenient administration 


An excellent drug forthe chemotherapy of syphilis. 


Write for detailed information. 


ACCEPTED 


paMERICA 
MEDIC 
ASSN 


Counci! on Pharmacy 
ond 


New York 13, N. Y. Pharmaceuticals of merit for the physician Windsor, Ont. 
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Whatever way your wife expresses her appreciation— 
with words, or a smile, or a favor—you know that earning 


her “thank you” is well worth the trouble. 
Especially when it is as easy as just mailing this coupon. 


In return for this coupon, vour wife will receive a message 
and a gift. A charming Beauty Counselor will call at your 
wife's convenience and show her in her own mirror how our 
hypo-allergeniec preparations and our advice on cosmetic 
placement bring out NEW LOVELINESS. And she may 


try before she buys! 


Wives of other physicians report that this demonstration 
is a most fascinating and beneficial hour! And in return for 
the permission to call. we will present your wife with a 


$1.00 lipstick, free. 


Do vour wife a favor and earn her appreciation . . . mail 


this coupon now, 


Beauty Counselors, Inc., Dept. AD 1 
Grosse Pointe 24, Michigan 


Arrange to give my wife a demonstration and a $1.00 lipstick 


without cost or obligation to her. nt 


My Wife's Name: 


Address: 


City & State: . - - Grosse Pointe 24, Michigan 
San Francisco 8, California e Windsor, Canade 
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BASIC CREAMS FOR 


COLD CREAM @ DRY SKIN CREAM @ SKIN GROOM CREAM @ HAND CREAM 


Originated in the laboratory of 
Wright & Lawrence and used for 
many years, these preparations are 
designed especially for sensitive and 
dry skins. Available mildly perfumed 
or entirely unscented for those 


allergic to perfume. 


WRIGHT & LAWRENCE 
PEAU SECHE SALES, INC. 


14.N. Michigan Ave. 
Chicago, Ill. 


COUPON 


WRIGHT & LAWRENCE 
Peau Seche Sales, Inc. 
14 N. Michigan Ave. 
Chicago, 


Please send me a complimentary set of 


Basic Creams, as checked 


Mildly scented 
Unscented 
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a shockproof x-ray apparatus designed for dermatology 
PICKER 


The Picker “Zephyr” Unit occupies a unique 
position in x-ray. Designed specifically for 
.dermatology, it embodies the practical! sug- 
gestions and recommendations of a number 
of eminent dermatologists and roentgenol- 
ogists who were consulted at every stage of 
its development. Its versatility and capacity 
have been amply demonstrated in the expe- 
rience of the many dermatologists who have 
come to look upon the Picker “Zephyr” as 
the ideal x-ray apparatus for their specialty. 


A bulletin describing the “Zephyr” 


apparatus is available on request. 


sets the pace in x-ray 


PICKER X-RAY corporation 


300 Fourth Ave., New York 10, N.Y. 
WAITE MANUFACTURING DIVISION 
17325 Euclid Ave., Cleveland 12, O. 
BRANCHES EVERYWHERE IN U. S A. AND CANADA 
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UTION LIVER EXTRACT 
CRUDE, LILLY 
U. P. Units pet 


ee. contains 2 U.8.P. 


§227-359772 
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Uncertainty eliminated 


The element of uncertainty is eliminated when liver extracts bearing the 
Lilly Label are properly employed in the treatment of pernicious anemia. 
Both Liver Extract Solution, Crude, Lilly, and Liver Extract Solution, 
Purified, Lilly, are standardized on patients with pernicious anemia in 
relapse and will produce a standard reticulocyte response when the 
recommended dosage is administered. 

Liver Extract Solution, Crude, Lilly, is available in 1 U.S.P. unit per 
cc. and 2 U.S.P. units per cc. strengths. Liver Extract Solution, Purified, 
Lilly, is available in 15 U.S.P. units per cc., 10 U.S.P. units per cc., and 


5 U.S.P. units per cc. strengths. Specify Lilly. 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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CHOICE OF A LIFE WORK is often a matter of 
circumstance. Events that seem trivial at the 
moment may be destined to influence the lives 
of generations to come. When seventeen-year- 
old Eli Lilly paused to study a painting of the 
Good Samaritan hanging over a drug store, 
the parable which he had learned at his mother's 
knee recurred to him with fond nos- 


talgic memory. The picture inspired 


Eli Lilly to choose pharmacy as a career and 


eventually led to the founding of Eli Lilly and 


Company. Then the smallest pharmaceutical 


plant in existence, now among the largest, the 
success of Eli Lilly and Company must be meas- 
ured largely by economic standards. Through 
the seventy years of its existence, however, the 

spirit of the Good Samaritan has 


never ceased to be a guiding light 


. 
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FACTIONS OF THE HEMOPOIETIC SYSTEM TO AGENTS USED IN 
THE TREATMENT OF DERMATOSES 
EFFECTS OF LOW VOLTAGE ROENTGEN RAY THERAPY 
FRANCES PASCHER, M.D. 
BROOKLYN 
BEN KANEE, M.D. 
VANCOUVER, BRITISH COLUMBIA, CANADA 


WitTH THE TECHNICAL ASSISTANCE OF SANDRA REISS 


lineke + was apparently the first to report of radiation therapy, few concise data are acces- 
t roentgen rays and rays from other radio- sible on the changes in the blood to be expected 
e substances can damage the hemopoietic even from standardized radiologic procedure.” 
ans; his extensive investigations were made ‘The alterations in the hemogram that occur after 
experimental animals. It is also known that one or two intensive treatments with high voltage 

may be deleterious to normal human roentgen rays have been reported by Minot 
poietic tissue. This knowledge has been and Spurling,® who made a study of the blood 


faned chiefly from studies made on the per- of 42 patients before and after irradiation. They 

y nel of diagnostic and therapeutic roentgen found that the white blood cell count reached 
laboratories * and from observations made on its lowest point about six days after exposure, 

rons exposed in industry.® at which time a count below 5,000 cells per 
Repeated accidental exposures of human be- cubic millimeter was obtained in more than half 


to roentgen rays, radium and other radio- the cases. The leukopenia lasted for an aver- 
substances, such as occur in the course age of about nine days (but could persist for 
some occupations, have resulted in atrophic over four weeks), and the blood count then 
i hyperplastic changes in the hemopoietic gradually returned to normal if the patient was 


“ : sem. The following alterations in the hemo- jot reexposed to radiation. They noted a 
. ram have been reported: (a) mild leukopenia qualitative as well as a quantitative change in 
. relative lymphocytosis; (6) neutropenia, the hemogram. Within the first three days after 


may develop into agranulocytosis and  jrradiation, the blood contained many degener- 

e death; (c) aplastic anemia; (d) thrombo- ated white cells, often amounting to 25 per cent 
(e) leukocytosis and leukemoid reactions, of the leukocytes, together with some immature 
fy leukemia. : white cells. Minot and Spurling found also that 
ports on the deleterious effects ol thera- eosinophilia (counts of 7 to 23 per cent) was 
irradiation on normal hemopoietic tissue 4 ysyal occurrence two to three weeks after 
ew. In an excellent review of the subject, jrradiation. Important changes in the platelets, 
commented, “In spite of the hazard eq blood corpuscle counts and the hemoglobin 
damage as an undesirable side effect percentage did not occur. Bock® reported sim- 


id 
ilar changes in the white cells after repeated 
id sduate Medical School and Hospital, Columbia ¢xposure to high voltage roentgen rays. In 
™ niversit addition to leukopenia and a shift to the left,’ 
Heineke, H.: Ueber die Einwirkung der R6ont- —*————. 
le ‘trahlen auf Tiere, Miinchen. med. Wchnschr. 50: 4. Dunlap, C. E.: Effects of Radiation on the Blood 
“4 (Dec. 1) 1903. and the Hemopoietic Tissues, Including the Spleen, 
5° -- Martland, H. S.: Occupational Poisoning in the Thymus and the Lymph Nodes, Arch. Path. 34: 
utacturing of Luminous Watch Dials, J. A. M. A. 562 (Sept.) 1942. 
n R552 (Feb. 16) 1929. Selling, L., and Osgood, E. E.: 5. Minot, G. R., and Spurling, R. G.: The Effect 
e tor Benzol, Roentgen Rays, Radioactive Sub- on the Blood of Irradiation, Especially Short Wave 
the Blood and Blood-Forming Tissues, in Length Roentgen-Ray Therapy, Am. J. M. Sc. 168: 
5 ney, H.: Handbook of Hematology, New York, 215 (Aug.) 1924. 
I veber, Inc., 1938, vol. 4, p. 2735. 6. Bock, A.: Studien zur Blutbildanderung nach 
_° Hucper, W. C.: Occupational Tumors and Allied Rontgenbestrahlung, Strahlentherapie 16:775, 1923-1924. 
springfield, Ill., Charles C Thomas, Publisher, 7. Presence of immature leukocytes and increase 
%, p. 692, of band cells in the circulating blood. 
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he found quantitative and qualitative changes in 
the red blood corpuscles. These changes in- 
cluded a drop in the erythrocyte count, sometimes 
as much as 30 per cent, accompanied with poly- 
chromasia, anisocytosis, poikilocytosis, the occa- 
sional presence of immature erythrocytes and 
later a drop in the hemoglobin level. 

Gloor and Zuppinger* reported the effects 
of protracted fractionated treatment (Coutard 
technic) on the hemogram. They noted initial 
leukocytosis during the first few days followed 
by slowly developing moderate leukopenia, with 
blood pictures which did not return to normal 
until two to four months aiter treatment had 
been discontinued. Qualitative changes in the 
white cells were slight, as were the qualitative 
and quantitative changes in the red cells. Roent- 
gen rays produced by 8 or 10 kilovolts (grenz 
rays) likewise resulted in leukopenia, associated 
with a shift to the left.’ 

There has been much speculation about the 
pathogenesis of the altered peripheral blood pic- 
ture following irradiation. Dunlap‘ has expressed 
the opinion that “most of the changes in the blood 
picture after irradiation of tissues are due to a 
combination of direct and indirect damage to 
the blood-forming organs, while destruction of 
circulating cells plays only a minor role.” Ac- 
cording to Dunlap, the degree of change in the 
hemogram and the rate at which the change 
develops depend on a number of factors: (1) the 
dose of radiation absorbed by the subject (the 
dose in turn depending on the number of roent- 
gen units delivered and the size of the field 
exposed) ; (2) the minute intensity of radiation 
(Holthusen *® presented graphs indicating that 
500 r delivered in one minute produces the 
same biologic effects as 900 r given in fifty 
minutes or 1,400 r eight hours); 
(3) the effect of wavelength of radiation on 
biologic processes; (4+) individual variations in 
radiosensitivity (it is estimated that there is 
about 20 to 30 per cent variation among members 
of the same species), and (5) the part of the 
body that is irradiated—for example, high voltage 
irradiation of the abdomen has been found to 


given in 


produce greater changes in the blood than treat 
ment of the chest, the head and the extremities 2! 


does. 


8. Gloor, W., and Zuppinger, A.: Blutuntersuch- 
ungen bei protrahiertfraktionierter Bestrahlung, Strah- 
lentherapie 40:438, 1931. 

9. Bohm, A.: Blutbildveranderungen nach Bucky- 
bestrahlungen, Strahlentherapie 35:592, 1930. 

10. Holthusen, H.: Vergleichende Untersuchungen 
uber die Wirkung von R6ntgen- und Radiumstrahlen, 
Strahlentherapie 46:273, 1933. 

11. Heim, K.: Blutverandungen hei de: 
bestrahlung, Arch. f. Gynak. 116:291, 1922-1923. 
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Deleterious effects on hemopoietic 


some radiation technics used in the 


ot cutaneous disease have been describ 


merville?* found changes in the 
resulting trom the treatment of derma 
means of general roentgen ray baths. 

was divided into two or four large fields, } 
ation of 200 kilovolts and 15 milliamperes 
used, filtered through tin (0.15 mm 
(1.15 mm.) and aluminum (3 mm.) 

200 cm. or filtere 
copper (1 mm.) and aluminum (1 
focus-skin distance of 90 cm. In 5 
treated by these methods there develop 
resembling pernicious anemia, profour 
penia and extreme lymphopenia. Ci 
has cautioned against the indiscriminate us 


skin distance of 


radium compounds or radon in the treatm 


of cutaneous diseases because of sequelae i: 
blood-forming tissues. 

We have not found reports of changes i; 
hemopoietic organs or the circulating cells r 
ing from fractional doses of low voltage roent 


rays, the form of therapy generally emplo 


by the dermatologist in the treatment of cutan 


ous diseases. 
of low voltage radiation is often voiced in cli 
presentations and associated effects on 
poietic tissues are occasionally mentioned 
textbooks and published case reports, we | 


been unable to find any paper devoted to thi 


subject. 


The purpose of this paper is to present t 


1 


effects of the usual forms of therapy of | 
age roentgen rays on the hemograms ot | 
treated for generalized dermatoses. The 

of both filtered and unfiltered low voltage : 
gen rays will be included, also, the eifects 


low voltage roentgen rays combined with at 


therapy, since this form of combined therapy : 


sometimes used by dermatologists in t 
ment of chronic dermatoses.? 


MATERIAL AND EXPERIMENT 


The patients for this study were selected 
period of four vears. Eight patients with g 
dermatoses of various types (4 with mycosis 

Baths 
54:234 


General X-Ray 
Brit. J. Dermat. 


12. Sommerville, J.: 
eralized Dermatoses, 
Sept.) 1942. 

13. Cipollaro, A. C.: Dangers Incident to t! 
criminate Use of Radium Compounds or Rado: 


Treatment of Cutaneous Disease, J. A. M. A. 119:! 


(Dec. 7) 1940. 

14. Herxheimer, K., and Martin, H.: 
Fungoides, in Jadassohn, J.: Handbuch der H 
Geschlechtskrankheiten, Berlin, Julius Spring 
vol. 8, pt. 1, p. 259. Wise, F., and Sulzberger, 
Year Book of Dermatology and Syphilology, | 


» Year Book Publishers, Inc., 1940 37 | 


While caution in the employmer: 
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PASCHER-KANEE—REACTIONS  T' 


yriasis, 1 with generalized sarcoidosis, 1 with 
omatosis and 1 with multiple idiopathic 
m0 c sarcoma) were selected. The patients were 
served and treated in the Outpatient Department ot 
ran Skin and Cancer Unit of the New York Post- 
Medical School and Hospital when ambula- 
in the New York Post-Graduate Medical 
1 Hospital when hospitalized. 
ltage roentgen rays were administered in 
with the technic of MacKee.!5 As a rule, 
itments were given each week for a maximum 
veeks. Approximately 6 fields were exposed 
the time of each treatment. Seventy-five roentgens 
: nfltered rays (44 erythema dose) was administered 
radiated field at a focus-skin distance of 16 
~ 3 milliamperes of current and 100 kilovolts being 
thirty seconds. When filtered radiation ther- 
dicated, 1 or 3 mm. of aluminum was used, 
+9: ss otherwise specified in the case abstracts. The 
re red rays were given at a focus-skin distance of 25 
m. with a current of 5 milliamperes and 137 kilovolts 
<a rule, filtered rays were administered to circum- 
and the average dose was 1% or 1 
lose. An erythema dose with 1 mm. filtration 
lent to 450 r and with 3 mm. filtration to 550 r. 
cases arsenic was administered either 
or alternately with radiation in the 
ent -m of daily subcutaneous injections of 2 per cent 
ee eae ‘tion of sodium arsenate, N. F. The initial dose was 
RG minims (0.18 cc.), followed by a daily increment of 1 
cc.) and continued until symptoms of 
appeared. 
linica For ambulatory patients the blood counts were mad 
a a the hematology laboratory of the Skin and Cancer 
re which is under the direction of one of us 
gir, Pascher). When the patients were hospitalized the 
we hay od counts were made in the hematology laboratory of 
to thisM te New York Post-Graduate Medical School and 
A count was made before treatment was 
tarted, repeated at intervals during the course and 
< after therapy was discontinued. All blood counts 
jill re made prior to roentgen ray treatment in order 
le immediate transitory effects, since transitory 
ffect «mulation of the bone marrow following irradiation 
lescribed by a number of observers.1® The 
s limited to the leukocytes, erythrocytes and the 
globin content of the red blood cells. Particular 
LSE! ‘ention was given to possible quantitative alterations 
ApV | tal red cell count and quantitative changes in 
treat- total and differential white cell counts. Erythrocyte 
leukocyte counts were made with a standard hemo- 
eter, and the hemoglobin content of the cells was 
measured with a Sahli hemoglobinometer. Differential 
counts were made from dried blood smears 
with Wright's stain. 
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CASES AND HEMATOLOGIC 
OBSERVATIONS 


ingoid EPORTS OF 


Aug SE 1—R. R., a woman aged 51, was admitted to 
1, complaining of a generalized pruritic erup- 
five months’ duration. The eruption of 
us infiltrated plaques was distributed on the 

and extremities. The clinical diagnosis of 


MacKee, G. M.: X-Rays and Radium in the 
t of Diseases of the Skin, Philadelphia, Lea & 

er, 1938, 

M. I Herzfeld, E 


ag Inter ungen unmittelbar vor und 


and Schinz, H. R.: Blut- und Seru- 
nach Rontgen- 


r, Strahlentherapie 15:84, 1923. 


mycosis fungoides was confirmed by histologic exam- 


ination. 
On the patient’s admission the erythrocyte count was 
5,100,000 cells per cubic millimeter, and the hemo- 


globin level was 74 per cent. One month after roent- 
gen ray therapy was started and 8,025 unfiltered 
had been given, the hemoglobin level dropped to 65 per 
cent and the leukocyte count dropped from 6,150 t 
4,950 cells per cubic millimeter. The red blood cell 
count and the hemoglobin level fell no further, despite 
additional irradiation (4,425 r given over a period ot 
weeks), but the white blood cell count 
dropped to 3,000. Treatment was discontinued because 
of the leukopenia. Twelve days later, the white blood 
cell count rose somewhat, and after three weeks it was 
5,000, within normal limits. 


tour more 


which 1s 

Case 2.—J. R., a man aged 40, was admitted to the 
hospital on April 1943, with a clinical diagnosis ot 
generalized psoriasis. The diagnosis was confirmed on 
microscopic examination of a biopsy specimen. Labora- 
tory investigation did not disclose any abnormalities 
in the urine or chemical composition of the blood. 

In this patient leukopenia developed after two months 
of treatment with roentgen rays. The leukocyte count 
on his admission was 7,850 cells per cubic millimeter. 
One month after treatment was started 9,600 unfiltered 
r had been given, and the count dropped to 4,750 cells; 
after two months, when 13,575 r had been given, it 
dropped to 4,300 cells. The red cell count and the 
hemoglobin level did not change. Treatment was dis- 
continued because of the leukopenia. When the patient 
Was again seen, five months later, the count had risen 
to 8,900 cells. 


CasE 3.—S. S., a man aged 57, on June 25, 1942 
presented a polymorphous eruption of eczematous, 
nodular, plaquelike and ulcerative lesions. The clinical 
diagnosis of mycosis fungoides was confirmed on 
histologic examination. A complete chemical exam- 
ination of the blood did not reveal any abnormalities 
other than a 3 plus reaction to the Hanger test. A 
sternal puncture was made on August 6, and the bone 
marrow was normal. Leukopenia (3,700 white blood 
cells per cubic millimeter) was present when the patient 
was admitted to the hospital. The low white blood cell 
count was attributed to irradiation, since the patient 
was treated repeatedly with this modality for ten 
years prior to admission. 

Roentgen ray therapy was resumed six months later, 
when the leukocyte count was 8,250 cells. A drop to 
4,250 cells followed within three weeks after 7,800 r 
of unfiltered radiation had been given. Therapy was 
discontinued, but the leukocyte count continued to fall 
during the next three weeks, dropping to 3,450 cells. 
After five months’ rest, the leukocyte count was again 
within normal limits (5,650 cells). This patient had 
anemia as well as leukopenia. The lowest values for 
erythrocytes conincided with the lowest values for 
leukocytes. The red cells dropped from 5,100,000 to 
3,300,000 per cubic millimeter, with a proportionate 
reduction in the hemoglobin level, from 102 to 74 per 
cent. Recovery from the anemia was evident after five 
months. 


Case 4—J. L., a man aged 69, registered at the 
clinic on Nov. 1, 1939, complaining of a generalized 
eruption of eighteen months’ duration. Violaceous and 
cusky red nodules and plaquelike infiltrations of the 
skin were found on examination. A tentative clinical 
diagnosis of lymphoblastoma was made. The histologic 
liz made from a specimen taken from one of the 

November 1939, was leukemia cutis, lym- 


diagnosis, 


nodules in 
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phatic type. However, the myelogram in March 1940 months. The blood count was again norma 
revealed normal conditions. months of rest. 


The white blood cell count Garoppe d from 0,000 a woman aged 29, was 
2,770 after seven weeks of therapy, during which 1939 at which time a provisional diagnosis 
time 17,737 r of roenntg n rays 3mm. fungoides was made. The patient was 
of aluminum was given. The red cells dropped trom for ten years. She returned in August 1 
5,200,000 to 4,200,000, with a corresponding drop in the diagnosis of mycosis fungoides was esta 

hemoglobin level from 108 to 86 per cent. The white clinical and histologic grounds. Leukopenia 
and red blood cell counts began to rise as soon aS on her réadmission to the hospital, which 1 
WAS wicy were norma! not be attributable to roentgen ray therapy pr 
three months. A transitory lymphocytosis was noted The blood count on the patient's admis 
early in the recovery phase. rollows: erythrocytes, 4,100,000; hemoglot 

No essential change in the patient’s condition was per cent, and leukocytes, 4,850 per cubic mil! 
noted while he was under observation, except that new a norma! differential count. After three weel 
lesions appeared from time to time. The patient died therapy (405 minims [25cc.] of 2 per cent 
in Bellevue Hospital in January 1942. A diagnosis of sodium arsenate), there was a slight reducti 
] } 1! 


ymphosarcoma Was made alter an autopsy.*' number of circulating cells. Three weeks 


Case 5.—P. L., a woman aged 45, was admitted to therapy was discontinued, the blood count 
the hospital on Nov. 7, 1942 with a widespread nodular Filtered roentgen rays (6,470 r) were then 
eruption. The nodules varied considerably in size; OYE 4 period of three months, fc I wed 
some were as small as 8 mm. in diameter, and others eduction in the number of circulating elen 
rocytes, 2,700,000; hemoglobin level, 60 per 


vere plaquelike, measuring 3 to 4 cm. in diameter. ” ae 
leukocytes, 2,700. The patient was lost s! 


three months later, when there was littl 
in the blood picture. 


The clinical diagnosis of generalized sarcoidosis 


(Schaumann) was supported by the report of the his 
tologic examination which read “findings consistent with 
sarcoid.” The observations during a subsequent admis- Case 8.—M. S., a man aged 64, was ad: 
sion of the patient to the hospital, however, were more hospital on Feb. 18, 1944, complaining ot 
suggestive of tuberculoid leprosy. The pathogenesis Joss of appetite, loss of weight and an erupt 
of these multiple epitheloid tumefactions, therefore, years’ duration. This eruption was made uy 
remains in doubt. purple-blue nodules of variable size on t 
Roentgen ray therapy, consisting of 13,000 unfiltered left cheek, both hands, both feet and the 
r and 300 r filtered through 3 mm. of aluminum, and left leg. Small lymph nodes were palpabl 
daily injections of 2 per cent solution of sodium arsenate, anterior cervical and axillary chains. The 
(928 minims [57 cc.] ) were administered over a period of | diagnosis of multiple idiopathic hemorrhagic sar 
six months. The hemoglobin level dropped from 80to66 was confirmed on histologic examination. ( 
per cent and the white blood cell count from 9,800 to physical examination and laboratory investigation i 
4,100. There was little improvement in the hemogram to reveal the cause of the patient’s emaciated ( 
after a three month rest period. At this time, peri- The patient was treated at a number of clinics { 
tonsillar and postpharyngeal enlargement of the lymph- to admission to our hospital. The case abstracts 
oid tissue developed. High voltage roentgen ray closed that high voltage ‘roentgen rays wert 
therapy was employed to relieve the dyspnea and istered to the cervical, axillary and inguina 
dysphagia; 1,657 r filtered through 0.5 mm. of copper nodes in 1941 and again in 1943. As far as w 
was administered. This treatment was followed by a determine, no roentgen ray treatment was adn 
further depression in the white blood cell count (4,900 in the last few months prior to our initial blo 
to 3,500) but not in that of the red blood cells. which showed borderline leukopenia. 
No treatment, other than application of bland 
ments, was used until the white blood cell 
normal. After three weeks of roentgenotherapy (0, 
r filtered through 1 mm. and 2,192 r filtered throu 
6 mm.), the total white blood cell count dropped fro: 
9,800 to 3,400 per cubic millimeter. Roentget 
therapy was discontinued at this time, and arsenot! 


oeeesekeo” 


a 


Case 6.—D. N., a woman aged 44, was admitted to 
the hospital on Jan. 18, 1943 because of a generalized 
erythematous scaly pruritic eruption. The diagnosis 
of mycosis fungoides was established on clinical grounds 
and on histologic examination. 

Combined therapy was used. After three weeks of treat- 
ment, consisting of 2,000 unfiltered r and 126 minims : 
(7.7 cc.) of sodium arsenate (2 per cent solution), a de- beta started. After 81 oer [S cc.] of soluti A 
cline was noted in the leukocyte count (8,800to 6,100 Potassium arsenite U. S. P. was given, there was 
cells), in the erythrocyte count (4,800,000 to 3,800,000 change in the blood picture. 
cells) and in the hemoglobin level (87 to 75 per cent). 

After two months of treatment (22,040 r of unfiltered rays SUMMARY 
and 290 minims [17.9 cc.] of 2 per cent solution of sodium The effects of theraoe of low voliage 1 
arsenate), the white blood cell count dropped to 4,300 
cells, but the erythrocyte count and hemoglobin level T4YS On the circulating cells of the 5! 
remained unchanged. Improvement in the hemogram 8 patients have been presented. In 4 cases We 
was noted as soon as therapy was stopped, but recovery were able to observe the effects of roentgen 
was slow. The blood picture was not eer normal therapy combined with arsenotherapy. 
until six months later, when roentgen ray therapy was 
resumed. The leukopenia (3,450 cells) and anemia Leukopenia — constantly ae 
(3,400,000 cells and 67 per cent hemoglobin) recurred C4S€S (1, 4 and 7) the white blood > 
after additional 6,150 r of unfiltered and 1,548 r of dropped to 3,000 per cubic millimeter 
filtered rays were given over a period of four more ——W— 

-_ 18. A reduction in the number of leukocytes 

17. This report was supplied by Bellevue Hospital. circulating blood below 5,000 per cubic millimet 
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PASCHER-KANEE—REACTIONS TO 


ression in the leukocyte count appeared 
ee or four weeks of irradiation, when 
iately 8,000 unfiltered r had been admin- 
When filtered radiation was used, the 
leukopenia was the same, despite the 
fields exposed. In all instances the 
tial count remained unchanged, except 
fluctuations in the proportion of gran 
nongranular elements and a transitory 
during the recovery phase in 
In 1 case the white blood cell count 
nal three weeks after the last roentgen 
tment (case 1), but in 4 cases (3, 4, 5 
three to five months elapsed before the 
f leukocytes returned to normal. In 
leukopenia progressed even after treat- 

; terminated. 
iction in the erythrocyte count and the 
bin levels was observed in 5 cases (3, 4, 
). The anemia was of a moderate 
The lowest 
were obtained in case 6, in which the 
of red blood cells was 2,200,000, the 
bin level 67 per cent and the number 


ili 


/ 
nd of the hypochromic type. 


te blood cells 3,450 per cubic millimeter. 


were no qualitative changes in the red 


ells. 


liation and arsenic were administered con 


in 2 cases and alternately in 2 cases. 


irsenic alone was used, a reduction in 
hite blood cells, red blood cells and hemo- 


content was found (case 7). This is in 
nce with the observations of Halter *’, 
under Jessner’s direction in the latter’s 
In the 2 cases in which roentgen rays 


arsenic were administered concurrently, we 
| leukopenia and a reduction in the hemo- 
in content in case 5 and a reduction in the 
lobin content and in the number of eryth- 
s and leukocytes in case 6. 


ter, K.: Untersuchungen tuber die Leukocyten- 


Darreichung anorganischen Arsens, Klin. 


15:52 (Jan. 11) 1936. 


DERMATOSES 


TREATMENT OF 


We are of the opinion that individual varia- 
tions in radiosensityvitvy and dosage are the 
primary factors in the development of leukopenia 
and anemia resulting from repeated exposures 
The 


role of individual radiosensitivity becomes ap- 


of the skin to low voltage roentgen rays. 


parent when it is realized that we are able to 
report hematologic changes in so few patients, 
despite the fact that a large number of patients 
with generalized or widespread dermatoses have 
been treated just as intensively as these few at 
our clinic during the four year period covered 
be drawn 


by this No conclusion can 


as to the exact dosage required to bring about 


rept rt. 


these changes, since the exposed areas were not 
Nevertheless, it 1s that the 
amount of radiation absorbed was considerable, 
fourth of the 


measured. clear 


approximately one entire 
cutaneous surface was exposed at the time of 
each treatment and treatment was repeated three 
times a week. 


CONCLUSIONS 


1. Low voltage roentgen rays, used in the 
treatment of generalized dermatoses and admin- 
istered three times a week to approximately one 
quarter of the body surface, are harmful to the 
hemopoietic tissues of radiosensitive patients. 

2. Such low voltage irradiation may be fol- 
lowed by leukopenia or by leukopenia and hypo- 


chromic anemia. Recovery may not be complete 


_ before four or five months. 


3. The quantitative changes in the hemogram 
due to low voltage irradiation are similar to those 
following high voltage irradiation. 

4. The combination of arsenotherapy with 
roentgen ray therapy may produce leukopenia 
or leukopenia and hypochromic anemia, similar 
to the changes produced with roentgen rays 
alone. 
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classined+ 1,171 consecutive diag- 
noses’ made the office practice of dermatol- 
ogists in Honolulu. indicated that the 
dermatoses seen in Hawaii did not ditter greatly 
from those seen in mainland United States.° 
The purpose of this report is to supplement 
that series with an additional 2,777 consecutive 
diagnoses made after the adjustment to war con- 
ditions had occurred, and to compare the inci- 
dence of certain conditions before the war and 


In 1941 I 


These 


during it. 


EXPLANATORY COMMENT 


As noted in the previous report,’ there is a 
widespread impression that the dermatoses seen 
in Hawaii are difterent from those seen on the 
mainland. This, it appears, is not true. 

There is also a widespread impression that 
the climate of Hawaii is tropical, or nearly so; 
not true. Hawaii's climate is 


this is likewise 


subtropical, by which is meant “temperate” in 


the literal— not the geographic — sense. The 
temperature at the Weather Bureau in Honolulu 
has never been below 52 F. or above 90 F. ; it has 
reached 88 F. only five times in forty years, and 
55 F. only once in the same period. The average 
daily maximum temperature in each month 
ranges in the summer from 78 to 84 F., in round 
numbers, and in the winter from 76 to 80 F.; 
the range of average daily minimum readings 
for both summer and winter is almost exactly 
10 F. lower. The relative humidity averages be- 
tween 66 and 72 per cent at 8 a. m. and between 
60 and 65 per cent at noon, the winter figures 
being only slightly higher than those for sum- 
mer; during kona (southerly) weather, when the 
trade winds are not blowing, it rises as high as 
SO or 90 per cent. The average total rainfall 
per month over the past sixty years in Honolulu 
has been 1.3 inches (3.3 cm.) in the summer and 
3.8 inches (9.6 cm.) in the winter; it is two to 
five times this in the valley residential districts. 
The percentage of possible sunshine per month 
varies from 58 to 69 per cent. Cyclonic storms 


1. Arnold, H. L., Jr.: Incidence of Dermatoses in 
Office Practice in Hawaii: A Preliminary Report, 
Proc. Staff Meet. Clin. Honolulu 7:63 (May) 1941. 

2. Sohrweide, A. W.: Recent Changes in Der- 
matologic Diagnosis, Arch. Dermat. & Syph. 30:260 
(Aug.) 1934 


DERMATOSES IN 
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are rare; the barometric pressure has 1 
more than 0.8 inches (2 cm.) in forty years 
in 1940, for example, did not vary t 
0.39 inches (0.99 cm.) in any month, with 
average monthly variation of only 0.27 
(0.68 cm.). In summary, Hawaii's climat 
year around is stable, warm, sunny a: 
ately humid. 

The distribution of dermatoses in 
is undoubtedly affected somewhat by the 
that the office practice referred to is in cor 
tion with a co-partnership of seventeen phys 
cians, within which patients are freely refer: 
Some patients are therefore seen who 
ordinarily have remained under the care 
family physician, surgeon, gynecologist or 
trician whom they originally consulted. 

As in the previously reported series, a n 
diagnosis has been recorded only when it was the 
most severe or serious condition presented |) 
the patient; usually it was the chief complaint 
Thus, a patient requesting treatment for 
was recorded as having only acne, even if seve 
dandruff was also present. 
infections of the feet were recorded onl 
they constituted the patient’s chief complaint 


thic 
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INCIDENCE OF DERMATOSES 


A general survey of the field by catego: 


reveals (table 1) that infections account 


1.—Distribution of Dermatoses 
Categories 


Before the During the 
War War 
= 
Per Per 
Cent No. Cent 
3.4 


Category No. 


385 33. 2; 


(194) 


151 
Contact dermititis....... 98 
Erythema multiforme... 65 
Oth 


+) 


roughly a fourth of all diagnoses, and 
are divided about equally between pyoge! 
fungous infections. Unfortunately, 1 
parable mainland study is available for com 
son, and the factors determining this distri! 


Similarly, fungous 


| 
& 
the 
i 
§ 
he: Pyogenic............. MMM (167) (821) (il 
Fungous... 191) (16.5) (632 (11.9) (o- 
12.9 348 126 49 2 
3.3 3lo 4 
P 
a 5.1 192 6.5 25 
~ 
40.7 1,274 46.0 1,04 
100.0 2,777 100.0 3,948 10 
= 
+ 1, 
1¢ 
5 
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numerous to permit conclusions to be 


m these figures. 


? are shown the most frequently made 


As Goodman predicted in 1931, 

th Gilman * and Alderson ° subsequently 

student health surveys, dermatophy- 

tinea’) of all types heads the list in both 

of Sixteen Commonest Der 
the Series 


ncoidence the 


matoses im 


all Before the During the 
War War 
Per Per Per 
atosis No Cent No. Cent No. Cent 


types... . WI! 16 od2 11.9 523 


ai 1.0 


Sane 


t 


owe 


t 


= 


is studied, at an average level of over 13 

ed | ent of all diagnoses. The incidence of tinea 

feet alone as a presenting complaint, how- 

iveraged only 3.8 per cent, a figure well 

sever that reported for most sections of the 

ingous cnland.° The actual incidence, of course, is 

M loubtedly much higher than this; but it is 

ent that there is little or no foundation 

popular supposition that this disease is 
ily prevalent in Hawaii. 

gories he only really startling discrepancy between 

t for prewar and war periods is the increase of 

lence of circumscribed neurodermatitis 

2 per cent to 7.3 per cent. The diagnosis 

d on the finding of circumscribed lichen- 

of the skin, usually asymmetric in dis- 

associated with paroxysmal itching. 

this increase proves that the disease 

more frequent in periods of general emo- 

ess, or that emotional stress has become 

12 eral in Hawaii than it was prior to the 


4] man, H.: Tinea, the Second Most Prevalent 
f the Skin, Arch. Dermat. & Syph. 23:872 


- in, R. L.: Incidence of Skin Diseases in a 
Ith Service, Am. J. M. Sc. 188:268 ( Aug.) 


n, H. E., and Reich, A.: Incidence 
s in a Student Health Service, Arch. Dermat 
36:57 (July) 1937. 
stigations Concerning Actual Methods Em- 
the Management of Common Dermatoses, ] 
rmat. 3:523 (Dec.) 1940. 


in approximately diminishing order of 
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war, would seem to depend on one’s preconcep- 
tions of the matter. 

Table 3 lists the ten most common dermato- 
logic diagnoses made in mainland United States. 
as compiled by Sohrweide? from nearly one 
quarter mullion from 
sources, and gives in a parallel column their 
relative incidence in Hawaii. 


and a diagnoses eight 
No comparative 
incidence is given for his most common diag- 
nosis, “eczema,” because it is impossible to be 
sure what that term included; presumably many 
diagnosed fungous infections. 
some were perhaps stasis dermatitis, many were 
atopic dermatitis and most perhaps were con 
tact dermatitis. The surprisingly poor showing 
made by tinea in Sohrweide’s list may be partly 
due to the omission of Goodman’s statistics 
irom the New York Skin and Cancer Hospital, 
which indicated a sharp increase in the incidence 


Cases $O 


were 


TABLE 3.—Mainland Stattstics After Sohrweide, 1903- 
1933, Compared with Corresponding Figures 


tO 
Jor 


Per Cent 


Leust Average Highest in 

Diaenosis perCent perCent perCent Hawaii 
“Eezema 13.9 22.7 26. 
. Acne d.0 15.U og 
Scabies 2 4 7.9 0.9 
Linpetigo... OY 4.2 9.6 3.7 
Psoriasis.... 2.8 4.0 Ow 
Seborrheic dermatitis 4.1 

( 10.2(3.2)¢ 15.2 

OS l = 0.0 


imerated among first ten diagnoses by one source. 
+ Highest and second highest. 
t Exclusive of (chronic) contact dermatitis. 


oi tinea in 1929, up to 10 per cent, or 29,000 
odd cases, with “eczema”? down to 11 per cent 
and acne at about 8 per cent. 

It is interesting to note that acne appears to 
be about as common in Hawaii as on the main- 
land, for it is a commonplace observation that 
acne often has its onset shortly after arrival in 
llawati, in persons not previously so afflicted. 
Conversely, residents of Hawaii who go to the 
mainland often observe decided improvement 
in a preexistent acne without treatment, lasting 
as long as they remain there. 

The incidence of psoriasis in Hawaii—between 
one third and one eighth of the reported main- 
land incidence—is low, and this report merely 
confirms a long-standing general impression to 
that effect. Whether the incidence of psoriasis 
in areas with a comparable percentage of possible 
sunshine is equally low, or whether other factors 
are involved, I do not know. 

It is of interest that neither the emotional 
stress incident to war conditions nor the great 
influx of war workers from the mainland appears 
ti have 


affected its incidence appreciablv: It 
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was 0.8 per cent before the war and 0.9 per cent 
in the war period. 

Scabies is less frequent in this series than in 
Sohrweide’s list, but this may represent in part 
at least a difference between its incidence in 
clinic practice and its incidence in private office 
practice. “Pruritus’” seems less common, but 
this may be attributable in part to interpretation 
of terms. Sohrweide’s low figure for “tinea” 
has been discussed previously. The remaining 
diagnoses in his list—impetigo, seborrheic der- 
matitis, urticaria and dermatitis venenata—seem 
to be roughly as frequent here as in the clinics 
from which Sohrweide compiled his report. Im- 
petigo in this series would occupy a level equal 
to Sohrweide’s highest figure for it if 67 cases 
of impetiginous dermatitis and 29 cases of 
ecthyma had been included. The former, being 
such a poorly defined entity, was not included 
in table 2. 

TaB_e 4.—Inctdence of Five Dermatoses in the Japanese 


Japanese Other Per Cent 
Dermatosis Cases Cases Japanese 


Epithelioma of the skin.. 
Neuroderinatitis. 
Contact dermatitis.... 
Atopic dermatitis......... 
Alopecia areata... 


It is noteworthy that the fourteenth dermatosis 
in Hawaii in order of frequency in this series 
(table 2) is cancer of the skin. Only 2 of the 
65 recorded cases were (malignant) melanomas ; 
the remainder were all epitheliomas, and the 
diagnoses were all confirmed histologically. 

Only 1 diagnosis of pemphigus vulgaris was 
made, and a survey of the records of The Queen’s 
Hospital since 1928 revealed only 1 case of this 
disease. It appears that pemphigus is decidedly 
less common here than in the temperate zone of 
mainland United States. This opinion is borne 
out by statements of other dermatologists.’ 


DERMATOSES IN THE JAPANESE 


This series of cases is not large enough to 
permit evaluation of racial distribution of derma- 
toses. Only the Japanese occur in sufficient 
numbers to permit a comparison. Table 4 shows 
the incidence of five cutaneous diseases in 
Japanese patients as compared with their total 
incidence. Japanese constitute about 35 per cent 
of the population of Honolulu and about 30 per 
cent of the total clientele of our group. It will 
be noted that significant deviation above or below 
this figure occurred in only two dermatoses, 
alopecia areata, half the patients being Jap- 


7. Wayson, J. T., and Johnson, H. M.: Personal 
communications to the author. 


anese, and epithelioma of the skin, no: 
patients being Japanese. 
This apparently low incidence of e; 
of the skin in Japanese was investigate 
In over five years of practice in Hawa 
seen only 4 cases, all of which wer 
histologically. A simple questionnaire 
out requesting an answer of yes or 
question “Have you even seen a cas 
cancer in a Japanese patient?’ Ninet 
Japanese physicians and twenty-five 
physicians replied that they had n 
Japanese and six non-Japanese physi 
plied that they had. Five of th 
replies were of particular interest: Tw 
gists, Dr. A. Mouritz and Dr. J. T. 
each with approximately fifty years of 
ence in medical practice in Hawaii, rey 
they had never seen cutaneous cancer 
Japanese; two surgeons, Dr. James k 
and Dr. J. E. Strode, with forty-one and tw enty- 
two years of practice here respectively, 
never observed it; and one dermatologist, 
Harold M. Johnson, with nearly three years 
experience here, had not seen such a case. | 
apparent from this that the susceptibility of the 
Japanese to cancer of the skin is extremely slight 
The reason for this is not at all clear. It 
not merely a matter of degree of pigmentatio: 
of the skin, for Japanese are no more dee; 
pigmented than the Chinese and less so 
most Hawaiians; yet these groups are no 
any means immune. It is not a question of la 
of opportunity of exposure to sunlight—rathe: 
the reverse, for the fishing and farming of t! 
by Japanese for the past several decades. It 
not peculiar to Hawaii, for Dr. H. E. Bow! 
informed me that when he was practicing 
Japan he saw only 1 case of epithelioma of th 
skin in a Japanese, a man of 56 with multiple 
lesions, and that case was being presented | 
a dermatologist, Dr. Iida, as a pathologic cur 
osity from the standpoint both of his multiplicity 
of lesions and of his race. Very likely this pe- 
culiar freedom of the Japanese from cutaneou 


1 


epithelioma has been reported previously, but ! 
have found no record of it. 


DERMATOSES OF SPECIAL INTERES! 


Certain dermatoses, not common enough 
statistical evaluation of their incidence 
small series, require special mention her 

Eighteen cases of leprosy were seen, of 
10 had not been previously diagnosed ; the 
8 were seen in consultation or for special 
Only 2 cases were of the lepromatous type 
remainder were “neural” cases. Of these 2 
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interest in that they were not only 

in type but neural in involvement as 

it is, they were so-called neural anes- 
“Na” cases, one without any cutaneous 
itions and the other with purely trophic 

ie former subsequently became an out- 
‘Nt” or “neural tuberculoid” case. No 
“mixec” leprosy in the sense of combined 
jus and “neural” types was seen, though 
case was studied from both clinical and 
gic standpoints. Both of the lepromatous 
s were “mixed” in the sense that both pre- 
| the usual combination of cutaneous and 


changes, with thermal and _ tactile 
sthesia and anesthesia, enlarged nerve 


ks and muscular weakness and atrophy. 

‘ the 18 cases occurred in Hawaiian or 
isian-Hawaiian patients, 3 each in Filipino 
in Japanese and the remainder in 2 Portu- 


-ese, 1 Puerto Rican, 1 Samoan and 1 Chinese 


ant 
Cuil 


Twenty-six cases of discoid lupus erythema- 
“1s were seen, an incidence of about 0.7 per 


It is of at least passing interest that the 
nunity of Japanese to one disease brought on 
wgravated by sunlight— cancer of the 
-does not include immunity to this dis- 
Six of the cases occurred in Japanese, 7 in 
nese and the remainder in Caucasians. Two 
the 26 cases, one in a Portuguese woman and 
ther in a Chinese girl, subsequently became 


‘wenty-two cases of fungous infection of the 
were seen, all in children. Trichophyton 
terilorme was cultivated in 1 case, T. gypseum 
ases, T. sulfureum in 1 case and Micro- 
lanosum (felineum) in the remainder, 

pt for 2 cases in which cultures were sterile. 
udouini was not cultivated from any patient. 
ises of lanosum infection were usually non- 
itory ; perhaps 1 in 4 was kerionic when 


ist seen. 


e relative infrequency of lichen planus in 
i has been remarked on by at least two ob- 


vers.” Only 2 cases of it occurred in the 


period of this series and 5 in the war 
iod—a total of 7 out of nearly 4,000 cases. 


ARNOLD—DERMATOSES IN 


HAWAII 9 


SUM MARY 

Two series of consecutive diagnoses made in 
the office practice of dermatologists in Hawai 
have been reviewed, including a total of 3,948 
cases. 

The most frequently made diagnoses were 
dermatophytosis, with an incidence of 13 per cent 
of all diagnoses, and pyogenic cutaneous infec- 
tions, including all varieties, which were equally 
common. 

The ten most common dermatoses diagnosed 
were, after tinea, contact dermatitis, acne vul- 
garis, circumscribed neurodermatitis, seborrheic 
dermatitis, impetigo contagiosa, dermatitis ven- 
enata, urticaria, pityriasis rosea, furuncle and 
insect bites. 

The only striking difference between the pre- 
war and wartime series was the rise of circum- 
scribed neurodermatitis from eleventh place 
(2.0 per cent) to third place (7.3 per cent). 

Psoriasis constituted slightly less than 1 per 
cent of all the diagnoses made in this series, 
though on the mainland it varies from 2.8 to 7.2 
per cent. 

Only 1 case of pemphigus vulgaris, a fatal 
case in a Japanese man, was seen during the 
period studied, and inquiry revealed evidence 
of only 1 other case ever having been observed 
in Honolulu. 

No case of cutaneous epithelioma in a Japan- 
ese was observed during the period studied, and 
inquiry revealed that this disease is rare. 


CONCLUSIONS 


Dermatophytosis is the most common derma- 
tosis met with in the office practice of derma- 
tologists in Hawaii. 

Psoriasis is between one third and one eighth 
as frequently seen in Hawaii as on the mainland. 

Pemphigus vulgaris is rarely seen in Hawaii. 

Epithelioma of the skin appears to be rela- 
tively common in Hawaii, but is rarely seen in 
the Japanese. 

Tinea of the feet is less common in dermato- 
logic practice in Hawaii than on the mainland. 
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RECURRENT, FIXED ERYSIPELAS-LIKE DERMATOPHYTID 


CAPTAIN MORRIS WAISMAN 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


The development of inflammatory plaques on dermatophytids they did not deny the p 
the lower extremities as a complication of that some might be caused by strepto 
dermatophytosis of the feet is well known. Aiter therefore be true recurrent erysipelas and 
McGlasson* in 1926 called attention to the that some might be caused by a combinatio; 
phenomenon, it was presumed that the lesions fungi and streptococci. 
on the feet and legs were areas of erysipelas or The following features of differentiation of :h 
cellulitis caused by lymphatic transmission of erysipelas-like dermatophytid from true erysipe. 
bacteria, usually hemolytic streptococci, which Jas, quoted from Traub and Tolmach, indicate 
invaded through fissures and erosions of fungous concisely the general clinical properties oi 
origin situated between the toes and on the soles. disease under consideration: 
According this the on the The erysipelatous “id” is usually found near a jocy 
passive actors in a dramatic episode, serving the ¢¢ fungous infection. The temperature is 
casual role of throwing open the portals for jor it may be normal or as high as 104 F. 
bacterial penetration into deeper tissues and not the definitely sharp margin or the progressive 


lymphatic channels, while they themselves remain Spreading of the lesion as in true erysipelas. 
: may be two separately involved areas present at t 


yvstanders, and often inconspicuous ones. The 
bystan lers, and ares Th 3 same time, such as in the two legs, in cases of erysipela 
concept has much clinical evidence to support it, Jike “jd.” The glazed appearance and brawny ind: 
and at the present time it is widely held. Added ration of erysipelas is not characteristic of these case 
Nor are apparent foci of pyogenic infection found. 
: - history of many and in som s fre currence 
efficacy of adequate treatment of the focus of . ) ny and in some cases frequent recurren 
4] is the rule. Constitutional symptoms are comparati\ 
dermatophytosis in preventing recurrences of the mild and of short duration. Fatalities have not bes 


support for this mechanism is provided by the 


erysipelatous eruption on the extremities. seen. 


Traub and Tolmach ? and Sulzberger, Rosten- 
ted tt The belief that the dermatophytid may 
rg and Goetze first suggested that ervsipelas- . . 
ga 1] of P incriminated as a conmmon manifestation 
ce eX ms gs might repre- . 
sent ac catio s hypersensitivity. 
sent a complic tic n of fungous ay PEP Senate ty. extremities has been challenged by a few dis- 
Founded on illuminating clinical and immuno- senting observers.‘ Yang® declared that 
logic observations, this theory postulated that an great majority are due to streptococcic infections 
allergic response to fungous toxins emanating (erysipelas) and that only a few are dermate- 
from foci on the feet and toes rather than direct phytids. He added: “If those cases of cellulitis 
bacterial infection produced the eruption. The lymphangitis and single attacks of erysipelas ar 
authors were careful to state that while the evi- included, the percentage of streptococcus iniec- 
dence favored interpretation of the lesions as tion complicating epidermophytosis of feet will b 
. much higher.” Goeckerman and Wilhelm 
Read before the Section on Dermatology and Syphi- h 
lology at the Ninety-Fourth Annual Session of the €Xxpressed the conviction that the ig sien mcr 
American Medical Association, Chicago, June 16, 1944. syndrome was entirely and invariably caused 
1. McGlasson, I. L.: Recurrent Erysipelas of the pacteria (streptococci and occasionally a mixe 
Legs with Dermatitis of the Feet, Arch. Dermat. & .. |. nine re 
Les } ‘ith s loc because 
Syph. 14:679-681 (Dec.) 1926. infection with staphylococci) ; that 
2. Traub, E. F., and Tolmach, J. A.: Dermato- : 
phytosis, in Deliberationes Congressus Dermatolo- 1043 
gorum Internationalis IX, Budapest, Institutum Typo- A. M. A. 
graphicum “Patria” S. A., 1935, pp. 714-719; An Ery- 5. Yang, K. L.: Causal Relationship Between geil 
sipelas-Like Eruption Complicating Dermatophytosis, dermophytosis or Feet and Recurrent Erysipelas anv 
J. A. M. A. 108:2187-2189 (June 26) 1937. Elephantiasis of the Legs, Chinese M. J. 57:1 
3. Sulzberger, M. B.; Rostenberg, A., Jr., and (Feb.) 1940. - 
Goetze, D.: Recurrent Erysipelas-Like Manifes- 6. Goeckerman, W . H., and Wilhelm, i 
tations of the Legs: Their Relationship to Fungous Recurrent Lymphangitis: Report of a Case lpeaee ‘ 
Infections of the Feet, J. A. M. A. 108: 2189-2193 usual Features, California & West. Med. 55:25!--:- 
(June 26) 1937. (Nov.) 1941. 
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en free of the disease. 


the patient's immunity the activity otf 
, remained confined to a localized area 
nphatic bed, and that tungous allergy 
volved at all. 
e the latter view to be extreme. The 
like dermatophytid, although uncom- 
distinct biologic features which set it 
1 erysipelas. It is the purpose of this 
eview some of these fundamental differ- 
an effort to crystallize a clinical concept 
ermatophytid. 


REPORT OF A CASE 


iollowing case is presented as a basis tor 
sion of erysipelas-like eruptions caused by 
matophytosis. It is of interest because of the 
: duration of the disease, the multiple recur- 
, the singular location of the eruption, the 
- nal hypersensitivity to trichophytin and the 
rable influence on the recurrences of topical 
directed toward the eradication of the 

us infection. 
‘story —A soldier, 32 years old, was seen on April 
1943 because of an acute inflammatory eruption on 
it thigh resembling erysipelas, which had devel- 
the day before. The patient stated that this was 
atest of a series of attacks (numbering about 
y-five) of dermatitis in the identical area of the 
zg) which had recurred repeatedly during the previous 
vears. For the first two years attacks had occurred 
verage intervals of two or three weeks, and then 


:a period of over a year in 1940 and 1941 he had 


But since July 1942 recur- 
had appeared every two to five weeks, and 


mng the month previous to admission they had come 


pproximately weekly intervals. 


‘cording to the patient’s description, the sequence 


‘events for each attack was practically uniform. He 


| anticipate the eruption by the onset of a sensation 
enseness and aching in the left thigh a day or two 


the development of the lesion. The acute dis- 
was usually ushered in with a headache and a 


“ing of chilliness or actual chills, followed as a rule 


‘ever and shortly afterward by the appearance of 


mintul eruption over the thigh, which rapidly spread 


hnitive size within a few hours. Simultaneously, 


“acer enlarged subinguinal lymph node would present 


During the next forty-eight hours the fever 


ud abate (without treatment aside from rest in bed), 


vithin a day or two the cutaneous lesion would 
lisappeared, the lymph node would have subsided 
the patient would be entirely well. 
‘amimation.—The patient appeared moderately ill, 
had no fever. He walked with a limp, the left 
ed at the hip and the knee bent. Over the 
rt thirds of the left thigh, on its medial sur- 
a large, roughly quadrangular, dull-hued, 
rythematous plaque, measuring 16 by 20 cm., 
ular and festooned outlines (fig. 1). The 


der the affected area was slightly elevated and 


shagreened, and small islands of dermatitis 
appearance were scattered peripherally. The 
hot to the touch and tender. There were ni 
lebitis or lymphangitis. A subinguinal lymph 


node was enlarged and sensitive. At this examination 
there was noted a mild grade of scaling and vesicular 
dermatophytosis on the feet. 

The erythrocytes numbered 4,150,000 per cubic muilli- 
meter of blood, the hemoglobin content 14 Gm. per 
hundred cubic centimeters and the leukocytes 5,900 per 
cubic millimeter, with 61 per cent neutrophils and 
per cent lymphocytes. Examination of the urine dis- 
closed no abnormality, and the Kahn test of the blood 
elicited a negative reaction. 


39 


3y the next day the erythema of the lesion had faded, 


leaving a faint grayish tan pigmentation, without trace 
of edema. 

Subsequent Course-—The patient was readmitted t 
the hospital on May 2, 1943, with temperature of 
101 F., the same appearance and distribution of the erup- 
tion and left subinguinal lymphadenitis. The leukocyte 
count was 7,200 cells per cubic millimeter of blood, with 
74 per cent neutrophils and 26 per cent lymphocytes. 
To permit observation of the spontaneous course of the 


eruption, medication was withheld. Two days later 


Fig. 1—Recurrent, fixed erysipelas-like dermato- 
phytid of twenty-four hours’ duration. Outlines of the 
erythematous plaque are indicated by arrows. (Repro- 
duced from kodachrome transparency.) 


the patient was afebrile, and the lesion had faded, 
leaving a faint pigmentation to mark the involved area. 

June 8, 1943 he was admitted again to the hospital, 
with temperature of 102.2 F., pulse rate 84 and leuko- 
cyte count of the blood 7,700 cells per cubic millimeter. 
The lesion on the thigh and the regional lymphadenitis 
were identical with those of previous attacks. There 
were a moderate grade of scaling and maceration be- 
tween the toes and a few scattered tiny vesicles on 
the soles, in which numerous myceliums were demon- 
strated by microscopic examination. Within twenty- 
four hours the patient became afebrile, central involu- 
tion of the Jesion was well advanced and the subinguinal 
node, although still enlarged, no longer felt sensitive 
to pressure. 

During the following month three “abortive” attacks 
were observed, in which the maximum elevation of 
temperature was 99.8 F. In each instance the skin 
returned practically to normal within twenty-four hours. 
During this period, sulfonamide prophylaxis was at- 
tempted and found to be ineffective. 
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12 ARCHIVES OF 


July 26, 1943 the patient was observed again, with 
recurrence of the acute inflammatory plaque. His tem- 
perature was 100 F. Over the left thigh spread the 
familiar, irregularly outlined, hot, dusky, rose-hued, 
slightly elevated lesion covering the distal two thirds 
anteromedially, with small islets of erythema scattered 
about the periphery. <A soft, tender lymph node, mea- 
suring 2 by 4 cm., was palpated in the femoral triangle. 
There was nothing indicative of phlebitis, lymphangitis 
or lymphedema. Studding the right instep was a cluster 
of a dozen “sago grain” vesicles, and a few similar 
vesicles were found on the under surfaces of the left 
first and third toes. The sides of the lateral three 
toes on each foot were occupied by macerated and 
scaling dermatitis. A deep fissure was present beneath 
each fifth toe at the plantar-phalangeal crease. The 
hands and fingers were free of lesions. 

The fungous infection of the feet responded slug- 
gishly to topical therapy, necessitating the successive 
use of a variety of conventional fungicidal agents before 
being brought under control. In spite of this refractori- 
ness, however, once treatment was instituted there was 
no recurrence of the lesion on the thigh for a period of 
four months. The patient was readmitted to the hos- 
pital Nov. 23, 1943, with mild erysipelas-like dermatitis 
on the thigh, ascribed to a lapse in the care of his feet. 
Up to the time of this writing, June 1944, there have 
been no further seizures. 


INVESTIGATIVE DATA 


Trichophytin Tests——A trichophytin test, per- 
formed with 0.1 cc. of antigen (Lederle) injected 


Fig. 2.—Reaction produced by injection of 0.1 cc. of 
trichophytin one hour previously into the “fixed” area 
of the recurrent lesion on the left thigh. Antigen was 
introduced at the level of the midthigh, the site marked 
by the presence of the punctum and wheal. Comparison 
with figure 3 discloses the tremendously intensified local 
allergic reactivity. 


intracutaneously on the forearm, caused the 
appearance within thirty minutes of a central 
wheal with pseudopods and a zone of erythema 
5 cm. wide. The reaction site measured 1.5 cm. 


DERMATOLOGY 


AND SYPHILOLOGY 


in diameter in three, twenty-four and ; 
hours and exhibited mild infiltration 
sisted for about four days. It was gra 


on a scale of 1 to4. There was no focal lighting 


up of the lesion on the thigh follo, 
trichophytin test on the forearm. 
Inoculation of trichophytin into the area o; 
recurrent lesion on the left thigh evoked wis 
thirty minutes a large wheal with pseud 
a brightly erythematous flare (fig. 2). 


of 0.1 cc. of trichophytin irfto the medial aspect 
right thigh. 


tion covered the area of whic 
participated in the attacks of the past, while t! 
previously uninvolved, adjacent 
spared ; it simulated identically the original recur 
rent eruption. The erythema receded 

two hours to a diameter of 3 cm., but twe! 
hours later it spontaneously flared up to its ini 
size and remained visible in this extended fom 
for the following two days. At the point 


injection there appeared an infiltrated area 2 «1 


in diameter, and the left subinguinal lymp! 


became swollen and tender but there was no teve! 
By the thira 
day both the cutaneous reaction and the enlarge 
ment of the lymph node had subsided almost 
entirely, the infiltration at the site of inoculatio 


or other constitutional disturbance. 


fading out during the next few days. 


} 


The trichophytin test was repeated, 


duplication of the previous events. In less ' 


thirty minutes the immediate reaction on ! 


thigh would attain dimensions many times greate! 


than those of a control inoculation with trichc 


phytin on the right thigh (fig. 3), and it wou 


Fig. 3—Wheal and erythema produced by injection 
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acceded by the tlare-up twelve hours later. 

sponse could be elicited only by intra- 

“1 administration of trichophytin; sub- 

Siuing#@ neous injection into the left thigh caused no 
5 


ntrol check on the local reactivity of the 

a solution of histamine acid phosphate was 
sed intracutaneously into corresponding sites 
nd thigh medially. The wheal and flare 
iced over the affected area did not differ 
of the normal skin in size and speed 


evolution and decline. 


the Prausnitz-ustner technic, positive 

urticarial responses to trichophytin 

elicited in the skin of normal persons 

sensitized by intracutaneous injection 

" e patient’s serum. A precipitin test of the 
“ nt’s serum, 1:30 dilution of trichophytin 
oy g used as the antigen, was weakly positive. 
: was believed that the question, Is the ery- 
s-like eruption provoked by antigen arriving 
iematogenous pathways? might be clarified 
serving the effect of intravenously admin 
| trichophytin on the trichophytin-hyper- 
region of the left thigh. Accordingly, a 

f such injections was given in December 
beginning with 0.05 cc. and increasing 
until 1 cc. of the 1:30 antigen was 

hed, but no reaction occurred, either focally 
systemically. However, it was noted afte 
njections were completed that the second 


of the trichophytin reaction could no longer 
ted—that is, the twelve hour lighting-up 
itfected site failed now entirely to develop. 
phytin Hyposensitisation—A series of 
of trichophytin, given intradermally 
arms, was started in October 1943. 
injections had been given when the patient 
mitted to the hospital, on November 23, 
four month interval of freedom from 
es of the dermatitis. In the absence 
it us protection, it was decided to abandon 
cy rm of treatment. 
lea of inducing local hyposensitization 
suggested itself, and accordingly a series 
hird intradermal injections of trichophytin was 
rge- nin the reacting area of the thigh. It was 
at this time that the twelve hour reac- 
nger appeared after each injection, as it 
. iously. Between Jan. 15 and Feb. 14, 
si +t, twelve injections of trichophytin (0.1 cc.) 
oa givcn in various parts of the sensitized area. 
gressive diminution in size of the immediate 


‘a occurred, so that by the middle of 
te the flare measured 6 by 8 cm., an area 
a | larger than that developing anywhere 
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else on the skin. The intensity of the forty-eight 
hour reaction was not visibly affected by the 
treatment. 

Histopathologic Observations.—A biopsy spec- 
imen was taken from the lesion at the height of an 
acute attack (fig. 4). The epidermis was normal. 
In the cutis the collagen bundles were moderately 
separated by edema. About the vascular struc- 
ture of the skin centered the conspicuous altera- 
tions: The endothelial cells of the blood vessels 
were swollen, polymorphonuclear leukocytes 
occupying the dilated lumens, and a cellular 
infiltrate surrounded the vessel walls. The 
infiltrate (comprised of polymorphonuclear leuko- 
cytes, lymphocytes, a few histiocytes and scattered 
eosinophils) outlined several of the horizontal 


Fig. 4.—Biopsy from the plaque of recurrent dermato- 
phytid, showing edema and perivascular cellular infil- 
trate in the cutis. 


vessels in the upper part of the cutis, and in 
addition it sparsely stippled the subpapillary 
layer. In the deeper part of the cutis a dense 
collection of cells was distributed both in a peri- 
vascular pattern and about the sweat glands. 
Careful search failed to show bacteria in the 
section. 

Cultural Resulis—Culture of a fragment of 
the biopsy specimen removed from the actively 
inflamed lesion yielded no organisms. LEpidermis 
from the vesicles on the feet and toes, inoculated 
on Sabouraud’s medium, grew Trichophyton 
interdigitale. Lacterial cultures from the inter- 
spaces of the toes resulted in a growth of 
coagulase-negative Staphylococcus aureus. 


DIAGNOSIS 


5 


The erysipelas-like dermatophytid, as Yang 
pointed out, is a less intense and more diffuse 
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son Or GUSK\ qd, and the borders oO! the 


not only lack sharp detinition character 


erysipelas but 


also are surrounded by smal 
papules or islands of eruption. There is, 
addition, an important triad of negative distinc- 
ions from erysipelas and cellulitis: The uncom- 
pli never surmounted by 
vesicles or with 
lvmphangitis, and it is rarely if ever followed 
edema. 

The streptococcic type of inflammatory erup- 
tion of the lower extremities and the erysipelas- 
like dermatophytid may generally be distinguished 
by certain contrasting characteristics. Suggesting 
erysipelas are the following features: (1) longer 
duration of the attack than generally occurs with 
the dermatophytid ; (2) neutrophile leukocytosis ; 
(3) usual coexistence of higher temperature and 
more pronounced systemic reaction ; (4+) success- 
ful treatment with sulfonamide drugs, and (5) 
frequent supervention of fibrosis and lymph- 
edema (elephantiasis) as sequelae of repeated in- 
fectious episodes. 

The foregoing criteria are the reverse of those 
associated with the dermatophytid, which usually 
is manifested by: (1) rapid evolution and sub- 
sidence, at times within twenty-four or forty-eight 
hours; (2) leukocytosis inconstant and often 
absent ; (3) afebrile course or one associated with 
relatively low fever and mild constitutional symp- 
toms; (4) failure of sulfonamide therapy to 
influence the course of an attack or to prevent 
recurrences, and (5) absence of lymphedema, 
regardless of multiple and frequent recurrences. 

It must be emphasized that the erysipelas-like 
dermatophytid may recur repeatedly without pro- 
ducing permanent gross changes in the consistency 
of the reacting skin. When lymphedema appears 
with the dermatophytid, I should suspect the pos- 
sibility of coincident or superimposed bacterial 
invasion. The absence of permanent structural 
damage is explained by the histologic demonstra- 
tion simply of edema and perivascular infiltra- 
tion; sequelae will no more follow such a reaction 
than they would one of the symptomatic ery- 
themas or fixed drug eruptions. Recurrent 
attacks of erysipelas, on the other hand, will lead 
to persistent cutaneous damage. There is no 
doubt that some cases which have been reported 
as examples of erysipelas-like dermatophvtid are 
distinctly and exclusively of bacterial origin, as 
Goeckerman and Wilhelm ® have properly con- 
tended. Reiss* described changes consisting of 
scaling skin, impetiginous-eczematous 
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bullae; it is never associated 


by the development of solid 


lichenincation and 
1 are suger 
on. The lesion 
a] - are oenerally 
las are cvenerally 
mets ft 
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ne 
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the dorsum of 


girth of one or both legs is eventua 
paniment. These are residua of 
disease with lymphangitic spread, 
due to repeated injury of lymphatic ve 
infecting agent.* In the same catego 
edema of the cheeks subsequent 
erysipelas of the face—a complicatio: 
betore, altogether foreign to a non! 
disease. 
COMMENT 

I concur with the opinion of Yang ° that an 
the inflammatory lesions on the lower extremi: 
complicating dermatophytosis of the 
incidence of the erysipelas-like dermatophytid 
low as compared with that of eruptions 
by streptococci. Deserving attention is the fa 
that erysipelas itself constitutes by no means thy 
commonest occurrence among the complicati 
induced by bacterial invasion. Lesions on t 
lower extremities caused by streptococci ema- 
nating from foci of dermatophytosis include 
cellulitis, lymphangitis, superficial phlebitis and 
erysipelas, and it is my impression from personal 
observations that, excluding combinations, 
incidence of these eruptions is in the orde: 
given. (In addition, an erysipelas-like “strepto- 
coccid” may well occur on the lower extrem 
and elsewhere as a form of allergic respons 
bacterial products.®) It is therefore evident that 
the erysipelas-like dermatophytid is not a ir 
quent manifestation when the incidence oi other 
inflammatory conditions of the legs is tabulated 

The factors which condition a peculiar allergic 
predisposition of one well defined, localized a: 
of the skin are imperfectly understood. In ' 
seventy-five separate exacerbations of dermatitis, 
each lighting up unvaryingly at the single site 
the left thigh; yet, notwithstanding the five years 
duration of recurrent symptoms, there was ! 


spread of hypersensitivity to adjacent or <1 

7. Reiss, F.: The Relationship Between Chr. + 
dermophytosis of the Feet and Recurrent Erysipeias 
Like Manifestations, J. Clin. Med. 3:13-16 (Jan.-Mare 
1938. 

8. Allen, E. V.: Lymphedema of the Extremite 
Classification, Etiology and Differential Diagnoss 
a Study of Three Hundred Cases, Arch. Int. Med ‘4 
606-624 (Oct.) 1934. 

9. Amoss, H. A.: Treatment of Recurrert 
sipelas, Ann. Int. Med. 5:500-504 (Oct.) 193! 
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the strict localization of intense 
persensitivity to fungous products was 
ted by the remarkable immediate reac- 
; ed by trichophytin when injected int 
sed zone of the skin, a reaction ten 

size of that elicited at a control site. The 

cal trichophytin reaction (employed 

by Sulzberger *) reproduced the pri- 

tion both in extent and appearance and 

the development of regional lymph- 
Injection of trichophytin into the skin 
‘tance failed in my case to provoke a 

p ot the eruption, unlike the focal reaction 
‘ested by 1 patient of Traub and Tolmach.° 
was I able to stimulate the sensitized site 
vity by injecting trichophytin  intra- 
usly; but this failure does not, of course, 


‘ 3 ir the hypothesis of a specific allergic 
’ inism, even of a blood-borne antigen, in the 

bs genesis of the isolated inflammatory lesion. 

istopathologic studies of the dermatophytid 

: caused “e not been previously reported. In my case 


cutaneous alterations viewed at the height of 
inflammation were surprisingly mild. As 
portant changes, the lesion exhibited peri- 
wcular clustering of cells, particularly con- 
. uous in the deeper portion of the cutis, and 
| edema throughout the cutis. Microscopic 
racteristics of erysipelas—dilated lymphatics, 
er sonal polymorphonuclear infiltration, severe 
and demonstrable cocci—were not evident. 
ler just e picture was one readily identified with the 
strepto- ~oup of “toxic” eruptions. 
3 Sacteriologic studies in this case likewise argue 
onse 1) Bi sminst a diagnosis of pyogenic dermatitis, as 
ent tat wn, first, by failure to grow organisms from 
a tres e involved tissue itself and, second, by the 
other tyation only of a presumably nonpathogenic 
ulated uphylococcus from between the toes. While 
wae ‘ conclusive in themselves, these cultural 
its at least suggest the presence of a non- 
In t ‘ective disease and thereby sustain the histo- 
ted logic impression. At this point also may be 
| the failure of sulfonamide drugs both 
sité om puylactically and therapeutically, which is not 
t one would anticipate in an acute infection 
as 0 used by hemolytic streptococci. Unsatisfactory 
listant ults with the sulfonamide drugs have been the 
‘lar experience of others.?° 
la mmediate whealing response to intra- 
Marc ‘aneous injection of trichophytin is an un- 
reaction, the significance of which is not 
ts reaginic nature can be demonstrated 
‘echnic of passive transfer, indicating the 
of specific antibodies in the circulating 


z.°  Goeckerman and Wilhelm.® 


blood. From his observations, Marcussen *? con- 

ided tl the 1mmediate and the delaved reac- 
tions are produced by the same antigen component 
and that they both therefore carry the same diag- 
nostic implication. Sulzberger declared that 


the type of response to cutaneous testing might 
in some way be related to the clinical form ot 
mycosis, since patients with erysipelas-like 
dermatophytid and with infections caused by 
Trichophyton purpureum are more likely to show 
urticarial immediate reactions. The umique 
reappearance in my patient of the erythematous 
trichophytin flare-up twelve hours after its initial 
subsidence on the thigh (but not elsewhere) 
might be interpreted as the first visible mani- 
festation or “flash” in hypersensitive tissue ot 
the delayed, tuberculin type allergic reaction. In 
other words, the sensitization here was obviously 
bivalent, representing an association of both the 
“urticarial” and the “tuberculin” reaction types 
intensified inordinately and with explosive mani- 
festations on the left thigh. The twelve hour 
lighting-up might therefore be explained by 
hypothesizing the presence in situ of an aberrant 
fraction of the antibody complex responsible for 
the tuberculin type reaction or of exaggerated 
quantities of a normal fraction, Consistent with 
the theory just advanced, the site of passive 
transfer studies gave no indication whatever of 
a twelve hour flare-up, nor was a comparable 
flare-up demonstrated when the trichophytin test 
was performed elsewhere on the patient’s skin 
than the affected thigh. As to the cause of the 
eventual disappearance of the twelve hour reac- 
tion, I can only conjecture vaguely that it was 
brought about by immune biologic changes 
produced by the intravenous injections of tricho- 
phytin. 

It follows from what has already been indi- 
cated of the background of recurrent erysipelas- 
like eruptions that treatment should logically 
be directed toward complete and permanent 
eradication of the primary dermatophytosis, but 
the practical difficulties preventing attainment 
of this ideal are familiar. Obstacles to effective 
arrest of the dermatophytid are the multiplied 
relapses and reinfections which characterize the 
superficial mycoses of the feet, as well as the 
refractoriness of the organisms to chemical dis- 
infection on the skin. Recognizing the limitation 
of direct or causal therapy, the suggestion has 

11. Marcussen, P. V.: Relationship of the Urticarial 
to the Inflammatory Reaction to Trichophytin, Arch. 
Dermat. & Syph. 36:494-514 (Sept.) 1937. 

12. Sulzberger, M. B.: Dermatologic Allergy: An 
Introduction in the Form of a Series of Lectures, 
Springfield, Ill., Charles C Thomas, Publisher, 1940. 
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been offered that measures designed to alter the 
hyperallergic state of the shock tissue might be 
more effective in controlling the recurrent derma- 
tophytid ; and, indeed, favorable results have been 
reported from the serial administration of tricho- 
phytin. Failure to detect evidence of diminishing 
sensitivity from routine injections of trichophytin 
in my case led to the introduction of the antigen 
directly into the affected site, with resultant 
prompt and progressive reduction in the intensity 
of the immediate reaction but not of the forty- 
eight hour type reaction. (It will be pertinent 
at this point to recall the principle of allergy that 
total disappearance of an immediate wheal reac- 
tion cannot be induced by injections of the offend- 
ing allergen and also that specific hyposensitiza- 
tion may be attained by treatment and yet the 
positive cutaneous reaction and Prausnitz-Kust- 
ner reagins in the blood will persist.) To appraise 
the practical value of hyposensitization here is 
difficult in view of the satisfactory results ob- 
tained with exclusively local treatment of the 
dermatophytosis. Sulzberger,’* however, has 
witnessed the cessation of acute recurrences of 
dermatophytid after a course of injections of 
trichophytin without other treatment. 

A lesion which is evolved at an unchanging 
spot, characterized by repeated exacerbations and 
probably provoked by a specific biologic agent 
bespeaks an analogy to the fixed form of ery- 
thematous drug eruption.‘* The sudden and 
multiple recrudescences of the fixed drug erup- 
tion and the transient pigmentation which is its 
sequel closely parallel the features of the dermato- 
phytid. Unfortunately, information is meager 
concerning the biologic processes which govern 
the remarkable effect of certain drugs on isolated 
reacting areas of the skin. One may assume for 
the dermatophytid that the interaction of liberated 
fungous products with the localized, immuno- 
logically altered zone of skin (antigen-antibody 
union) has the effect of calling forth an acute 
vascular reaction in situ. Possibly this could be 
interpreted in the light of the events of the Arthus 
phenomenon. Circumstances determining a par- 
ticular flare-up would depend on largely un- 
measurable factors, such as a fluctuating degree 
of cutaneous allergy (“receptivity” of the skin) 
and the quantity of fungous allergen reaching the 
reacting tissue. The immunologic phenomena in- 
volved intrigue the imagination, particularly 
when it is considered that the exciting focus of 


13. Sulzberger, M. B.: Personal communication to 
the author. 

14. Abramowitz, E. W., and Noun, M. H.: Fixed 
Drug Eruptions, Arch. Dermat. & Syph. 35:875-892 
(May) 1937. 
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dermatophytosis on the feet is often 
grade. As for the dissemination of t! 
products to the hypersensitive area, it is not 
whether this proceeds by the hematogenous roy: 
or by way of lymphatic channels or by 

three means of dissemination have beer 

occur in “ids” of other types. The fre , 
least with which reported lesions of this fo; 
of dermatophytid have localized in cl 
mity to the dermatophytosis on the fee: 
that lymphogenous transfer is a likely manner 
dissemination in many cases. 


SUMMARY AND CONCLUSIONS 


Recurrent erysipelas-like lesions on the lower 
extremities as a complication of dermatophytosis 
of the feet may be either of bacterial or of fun 
origin. In the first instance they are p| 
true erysipelas, the streptococci being t1 
from tineal fissures and erosions by way of t 
lymphatics. In the second, they are an expres 
sion of localized hypersensitivity of the ski 
fungous products originating from the { 
dermatophytosis. A case is presented 
latter type, unique because of the localizatio: 
the thigh rather than on the usual site of the { 
or leg. I share the view that the dermatop! 
is an uncommon lesion in comparison wit! 
frequency of bacterial inflammatory manifest 
tions. 

The differential features of diagnosis hetwee: 
erysipelas-like dermatophytid and erysipelas are 
presented. It is emphasized that distinguis! 
characteristics apply not only to the stage of t 
active eruption but also to cutaneous sequel 
(lvmphedema and fibrosis) which are often ass 
ciated with the bacterial infections and gene: 
not with the dermatophytid, no matter how ofte: 
repeated. The explanation for these observat 
is provided by the histopathologic changes, 
are predominantly lymphangitic in one 
“toxic” (perivascular) in the other. The 
similarity of the latter to drug eruptions of ' 
fixed type is pointed out. 

An immunologic peculiarity in most of the cases 
in which a fungous allergy is the cause is 
atypical response to the intracutaneous in} 
of trichophytin, exhibited by the immediate 
velopment of a wheal. By passive transfer 
studies, reagin can be demonstrated in t 
serum of these patients. In addition, the typi 
or forty-eight hour, reaction usually also appears 
but it may be absent or of slight intensity. 7! 
immediate reaction to trichophytin injected 2 
the site of the fixed recurrenf eruption is inten 
and spectacular, in keeping with the loca!" ¢ 
centration” of tissue hypersensitivity. 
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rene: n of trichophytin will reproduce the (obviously by far the most important from the practical 

hg sips like exanthem in practically all “ ~~ These are among the considerations which formed the 

t clear ts. The development in my patient Of an  pacis for the concept that in some cases recurrent inflam- 

Sr is rad! ary flare-up in the same area twelve’ matory swellings of the legs may be secondary strepto- 

a = + the subsidence of the immediate reac- coccie or other bacterial eruptions; in others they may 

be fungus ids, and in still others they may be combined 

‘ readily explained, unless it is due, as forms. Dr. Waisman’s observations lend further sup- 
nev atl r njectured, to an initial “flash” of the port to this concept. 

ee ret type of reaction in highly allergic These swellings bear many points of resemblance to 


ichever concept of pathogenesis one favors, 
nner of ‘reatmment of recurrent erysipelatous phe- 
nust be directed primarily at suppress- 
fungous infection on the feet. The addi- 
| measure of intracutaneous injections of 
he lower phytin may enhance the likelihood of pre- 
ytosis sng recurrences, possibly by inducing specific 
sensitization to the fungous products. It is 
jues off ested that the injection of trichophytin di- 
nsmitt ‘y into the affected area of the skin may pro- 
ft - a more effective means of decreasing the 
expres rgic hypersusceptibility. 
nander Marion B. Sulzberger offered valuable 
| kindly criticism. 


ation 01 ABSTRACT OF DISCUSSION 


the toot raNDER M. B. Sutzpercer (MC), U.S.N.R.: 
tophyt it a privilege to be permitted to open the dis- 


ith the ll n of this paper, which shows a complete grasp of 

the clinical and the immunologic aspects of this 

t of recurrent inflammatory swellings of the legs. 
Transitory recurrent inflammatory swellings of the 
zs, with accompanying variable degrees of fever and 
are Jaise, are not uncommon. I have seen numerous cases 
s kind, not only in clinical and private practice, 

icularly in the various surgical and other wards 
hospitals. In these cases there are no manifest 
‘ entry on the legs, but often (by no means 
ass xys) there are open lesions of dermatitis, vesicula- 
neue nor fissures between the toes or elsewhere on the 


a) 


i‘these cases fulfil the classic clinical, immuno- 
bacteriologic criteria of recurrent erysipelas 
» Wh ‘cellulitis, but many do not. In the latter group there 
ve and "ecases which present the following evidence in favor 
hiolog the diagnosis of recurrent erysipelas-like dermato- 


Demonstrable fungi in the lesions on the feet. 
2. No demonstrable pathogenic streptococci. 
An urticarial response to trichophytin, accompanied 
lating passive transfer antibodies to tricho- 
jectior tin (most unusual in cases in which the fungi re- 
mm the feet are not Trichophyton purpureum). 
nereased degree of hypersensitivity to tricho- 
1] tin at or near the site of the lesions on the legs. 
ical >. Absence of sharp borders, of vesiculation, of sup- 
ne ration and of supervening elephantiasis in the lesions 


pea ; 
; nce of a local portal of entry on the legs. 
ted 4 - . 
Nsatistactory response to antistreptococcic and 
tel ‘T ant:bacterial medication. 


con . Prevention or reduction of attacks with adequate 
‘“tatment and prophylaxis of the lesions on the feet 


the mumu swellings of filariasis, and the immunologic 
responses to trichophytin in cases which d have encoun- 
tered have their counterparts in the responses to filaria 
extracts in cases of mumu. 

In view of this fact the promising results which my 
colleagues and I have had with trichophytin desensiti- 
zation in preventing recurrences in some of our cases 
(J. A. M. A. 108:2189 [June 26] 1937) certainly should 
encourage analogous attempts at desensitization with 
filaria extracts in mumu. 


Dr. JAMES H. MiITCHELI I wish to thank 
Dr. Waisman for his invitation to help open the dis- 
cussion of this most interesting paper and to commend 
him tor the excellent, well thought-out investigative 
work expended on the case he has reported. 

My interest in the subject was aroused by the paper 
ot McGlasson, the first of the references in Dr. Wais- 
man’s paper read at the Dallas meeting of the American 
Medical Association in 1926. 

In order not to deprive my co-opener of time to 
discuss the ramifications of allergy involved, I will 
limit my remarks to the report of a case seen shortly 
after Dr. McGlasson read his paper and to the pro- 
jection of a lantern slide of the case. 

Before doing so I will quote from the paper of Dr. 
McGlasson: “It should be remembered that this was 
before the paper of Ormsby and Mitchell in 1916, and 
our diagnosis at that time was eczema.” Again I quote: 
“After the paper by Drs. Ormsby and Mitchell, it was 
possible, except in the case’ of procaine dermatitis, to 
find mycelia in practically every case, and the institu- 
tion of the treatment of eczematoid ringworm resulted 
in an arrest of the trouble.” 

A man aged 40 years, a native of Canada and in 
Chicago on a business trip, was seen Sept. 22, 1927. 
Four years prior to examination he had bruised his 
right shin. Later he had a chill, and long-continued 
fever developed. He completely recovered, but six 
months later he had a recurrence of the eruption on 
the shin associated with fever. There were repeated 
recurrences two or three times yearly. Roentgenograms 
showed no changes in the bones. Intensive roentgen 
ray treatments resulted in a remission for a year and 
a half. Forty-eight hours before observation another 
attack occurred. All examinations in Canada had shown 
nothing abnormal. 

From the ankle to the upper margin of the middle 
third of the right shin the skin was tense, with shiny 
palm-sized bluish red areas. The larger areas were on 
the outer and upper aspect of the leg. The areas were 
not sharply demarcated, but the outlines were palpable. 
The temperature was 99.4 F. There were small palpable 
nodes in the groin. There was an extensive keratotic type 
of fungous infection of the foot. No fissure, such as 
might offer a portal of entry for a streptococcic infec- 
tion, was found in the interspaces of the toes. Micro- 
scopic examination disclosed the presence of the organ- 
ism of the Monilia type, but the culture became 
overgrown with a laboratory tramp and no further 
opportunity was had for repeating the culture. 

The patient was referred to Dr. George Dick at the 
Presbyterian Hospital, who was actively engaged in 
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nvesti trept t] in all 3 cases, mild fungicidal treatment 
r an intensive examination Dr. Dick re- completely prevented further attacks. The 
that there v no evidence of streptococci analogous to that of recurring erysipelas 
which can be cured easily by taking care 


time. 
ported 
infection. 


The patient returned home a few days later and was _rhagadiform lesion in the nares or elsewher: 
not seen again. is to be regretted that no turther which represents the portal of infection. 


opportunity was had to investigate the case. Dr. GeorceE M. Lewis, New York: 
My conclusion is that this case may have been a0 considerable doubt in my mind regarding 
instance of a recurrent erysipelas-like dermatophytid. the disorder discussed in this paper. N. 
Dr. S. Roruman, Chicago: I have 3 similar cases extensive experience, and in my 2 cases 
on record. All patients had dermatomycosis of the inter- streptococci as well as fungi and have 
spaces ot the *toes. All displayed hyperkeratoses and longed remissions from the use of 5 per 
rhagades. Trichophyton gypseum grew on culture in niated mercury ointment, applied to th 
all 3 cases. All presented the history of numerous webs. The author’s thesis that the erysipelas 
attacks of fever over a period of one to three years, are due to fungi is based on clinical, my 
recurring about once a month with swelling and red-  jmmunologic data. The clinical features seem 
dening on the anterior aspect of the lower half of the least equally in favor of a pyogenic proce 
leg. Lymphedema was present in each case. No strepto- presence of fungi on the feet is so common ?! 
cocci could be recovered from the lesion of the leg. have no significance, and the immunologi: 
Yet, in spite of the negative bacteriologic results, I presented leave one in doubt as to the specificity claim: 
strongly believe that these are simply cases of recurring Perhaps in the paper as published, there will be 
erysipelas which has its portal of infection between the strated control tests. If none have been carri 
toes. My patients stated that the first few attacks particularly with staphylococcic, streptococcic and mor 
started with violent chills and extremely high tempera- lial vaccines, the increased reactions to trichophy: 
tures and that the following attacks gradually decreased mentioned by the author may be non-specific and no: 
in intensity simultaneously with a gradual development _ significant. 
of lymphedema—in the same manner as it is seen in Cart. Morris Waisman, M. C,, A. U. S:: 
recurring erysipelas. The cutaneous manifestations were question raised by Dr. Lewis concerning the specif 
described by the patients as tender red spots w hich defi- of the reaction to trichophytin in this disease was 
nitely increased in size during the febrile period. One the first adequately investigated by Commander Su 
patient stated that the attacks were substantially short- berger and his associates. All the evidence points 
ened by sulfonamide therapy. : specific hypersensitivity to trichophytin and 
Demonstration of streptococci in recurring erysipelas doubt of the dermatophytid nature of the 
may be rather difficult when the temperature is not high patient was tested with histamine and staphyloco 
and the inflammation is not intense. W hether the ots ty preclude nonspecific local hyperreactivity, ar 
patients are carriers of erysipelas streptococci in the the degree of reaction to each of these agents 
thagades 8 the agniudte: hether the organisms are MOre identical on the two thighs. Moreover, a “cont 
or less ubiquitous is not known. Possibly a sensitization. Gian 
mechanism plays an important role. But the same prob- 
lem arises in any case of recurring erysipelas. One ee ly mphangitis and ery sipelas on the ee 
should try to culture the streptococci from the rhagades. renee eee. them having leaeacielan 
Unfortunately, we neglected to do this examination. showed distinctly that the affected areas do 
I agree with Commander Sulzberger that the practi- 
tioner should know about this condition. All my patients 
were under medical treatment and 2 of them were 
treated with sulfonamide compounds during the attacks, 
but none of the physicians looked at the patients’ toes. 
No one made an attempt to find the cause of frequent 
recurrences, and thus the fungous infection remained _ bacterial cultures from the toes of my patient, but these 
untreated. In consequence the attacks recurred, and yielded only a growth of nonhemolytic Staphylococ 
lymphedema resulted. In 1 case even fibrous hyper- aureus which exhibited no coagulase production indica‘- 
plasia (“pseudoelephantiasis’”) developed. Subsequently, ing a presumptively avirulent strain of organism. 
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more severely to intradermally injected tricho; 
than do the unaffected areas on the opposite extrem 
Dr. Rothman is correct in suggesting that strept 


should be demonstrable in fissures between the toes in 
cases of recurrent erysipelas or cellulitis on the legs 


tert 


was with this thought in mind that I took mate 


] {1RCHIVES F DERMATOLOGY ANI 
ARCHIVES U1 DERMATOL AN! 
ig 
we 
25, 


SULFATED 
EXTERNAL 


OIL 
AUDITORY 


CLEANSING THI 
CANAL 


FOR 


Mob 


NEW 


leansing of eczematous skins, derma- 
; ive found the sulfated oils less irritat- 
- chan soap because (1) they have a rela- 
py and (2) they contain no saturated 
ids of low molecular weights. Lane 

k and other investigators have reported 

y results from the use of similar deter- 
[he sulfated oils do not lather, but they 
wars satisfactorily by virtue of their ability to 
and nor ‘sify and suspend the oils of the skin and 


types of external soil. Because of this 


emulsify other oils and greases, derma- 


was 2! gists use them not only for cleansing per se 
er Su ‘for removing ointments from the cutaneous 
n. M ema of the external auditory canal is 
Jar to eczema of glabrous skin. Patients 
ts eczema of the auditory canal, however, are 


treated by otologists rather than derma- 
They face the problem not only of 

ng the affected canals without causing 
ritation but often of removing cerumen, 
material, the removal of which presents 
- difficulty as the removal of ointments 
It seemed logical to suppose, 
gs. lt efore, that the sulfated oils might prove help- 
the cleansing of eczematous auditory canals, 
cox ‘he removal of cerumen from the canal and 
ndica:- the prophylaxis and cleansing of infectious 
id dermatitis, whose focus is so fre- 

furuncle of the canal or an infection 

iddle ear or the mastoid antrum or cells. 


ng the past year a mixture of 25 per 
sulfated vegetable oils, 25 per cent liquid 
been 


water? has 


elrolatur 


n and 50 


per cent 


YORK 


used as a detergent for general cleansing of all 
auditory canals and especially those which are 
dry and scaly, with or without a serous exudate. 
It has also been used in radical cavities where 
the epidermis is dry and scaly. Since this mix- 
ture is water miscible, it can be used equally 
well on moist and on dry surfaces. After appli- 
cation to a dry surface, it may be washed off 
with water. It has proved a more satisfactory 
detergent than alcohol or soap and water and 
does not cause so much irritation as soap. 

Cerumen may be removed with a dull curet, 
but is more often removed by syringing the 
canal with warm water to which soap or sodium 
bicarbonate has been added. If the mass is hard, 
it is often softened over a period of a few days 
by the use of drops of olive oil, hydrogen per- 
oxide or glycerin—either alone or with the addi- 
tion ot 4 per cent sodium bicarbonate—or with 
phenol and sodium borate. None of these sub- 
stances is entirely satisfactory. Olive oil is not 
miscible with water. Hydrogen peroxide, al- 
though it breaks up the’ mass, may cause pain 
because of the swelling of the plug. It and the 
glycerin preparations may cause a dermatitis. 
The sulfated oil mixture, however, not only 
softens cerumen and aids in its removal but may 
be added to the water used in syringing the ear 
and has the further advantage of not irritating 
the skin. Its use for cleansing the auditory 
canal and removing cerumen is suggested as an 
improvement over the methods generally em- 
ployed. 
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1. This mixture may be purchased under the name 
\cidolate, from the National Oil Products Company, 
It is somewhat viscous and may be 
water if desired. 


(9), 


Harrison, N. J. 
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TYROTHRICIN IN CUTANEOUS INFECTIONS 


HAROLD E. ANDERSON, M.D. 
LONG BEACH, CALIF. 


Since the time of Pasteur, scientists have been 
interested in the subject of intermicrobial an- 
tagonism. <A large number of articles on the 
subject have been written. Waksman and 
Woodruff? divided the group of antagonists 
so far described into four distinct groups: 
(1) Pseudomonas aeruginosa (Bacterium py- 
ocyaneum), Pseudomonas fluorescens and re- 
lated organisms; (2) spore-forming bacteria; 
(3) actinomycetes (actinomycetin), and (4) 
fungi (penicillin). Dubos,? reviewing the sub- 
ject, dealt with three examples of this type 
of antagonism—namely, pyocyanase, penicillin 
and tyrothricin, which he selected because their 
mode of action is fairly well understood. The 
object of this paper is to review some of the 
work done with one of the group, tyrothricin, 
and to present experiences with the material in 
the treatment of cutaneous infections up to the 
present time. 

HISTORICAL 

In 1939 Dubos ® first reported results of his 
study with a bactericidal substance found in 
an aerobic spore-bearing bacterium which was 
later * identified as Bacillus brevis. This sub- 
stance, now known as tyrothricin, 1s the prep- 
aration generally used in experimental work 
because it 1s more readily available than are 
its components. Frequently the name “grami- 
cidin” is used synonymously with “tyrothricin.” 
It should be pointed out, however, that both 
gramicidin and tyrocidine are purified deriv- 
atives of the crude extract, tyrothricin. 

Hoogerheide * prepared a substance from a 
soil bacillus which was bactericidal for gram- 
positive organisms and protected mice against 
lethal doses of pneumococci. This substance 
apparently is similar to gramicidin.® 


1. Waksman, S. A., and Woodruff, H. B.: The 
Soil as a Source of Micro-Organisms Antagonistic to 
Disease-Producing Bacteria, J. Bact. 40:581 (Oct.) 1940. 

2. Dubos, R. J.: Bacteriostatic and Bactericidal 
Agents Obtained from Saprophytic Micro-Organisms, 
J. Pediat. 19:588 (Nov.) 1941. 

3. Dubos, R. J.: Bactericidal Effect of an Extract 
of a Soil Bacillus on Gram-Positive Cocci, Proc. Soc. 
Exper. Biol. & Med. 40:311 (Feb.) 1939. 

4. Dubos, R. J., and Hotchkiss, R. D.: The Produc- 
tion of Bactericidal Substances by Aerobic Sporulating 


Bacilli, J. Exper. Med. 73:629 (May) 1941. 


PREPARATION 


In the preparation of the crude 
staphylococci, pneumococci and grou 
lytic streptococci were added to a spe 
ture of pooled samples of soil. A smal 
of a soil preparation with living 
staphylococcus culture was added to a 
medium. Incubation and a few repetit 
the mentioned process resulted in th 
of a pure culture of a gram-positive 
After the bacterial cells were allowed to autol: 
in an aqueous medium, the lytic 
obtained in solution. This original 
was found to be bactericidal for many gra: 
positive organisms, to lyse pneumococci 
staphylococci and to inactivate the glucose 
hydrogenases of gram-positive cocci,’ 
small amounts, to protect mice against infectior 
from pneumococci injected in numbers usually 
sufficient to kill within seventy-two hours.’ 

Addition of acid acetone to the autolyz 
ture produces a water-soluble protein 
plus an alcohol-soluble, water-insoluble 
tion,” a grayish powder, which has been nai 
“tyrothricin.” The word is derived from 
rothrix, a generic name indicating sporul 
aerobic bacterial species.*° Treating the water- 
soluble protein fraction with acid alcohol 
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Soil Bacillus Which Inhibits Capsule Formation 
Friedlander’s Bacterium and Is Highly Bactericidal 
Gram-Positive Micro-Organisms, J. Bact. 40:525 
(Aug.) 1940. 

6. Tishler, M.; Stokes, J. L.; Tenner, N. R., 
Conn, J. B.: Some Properties of Gramicidin, 
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of the Bactericidal Agent Against Experimental 
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J. Biol. Chem. 136:803 (Dec.) 1940. 
20 


Ong 
q 
3 


ds an inactive precipitate and an 
le fraction apparently identical with 
The crystalline substances, grami- 
rocidine, are derived from tyrothri 
icidin was so called because of its 
plete specificity for attacking gram- 
inisms.* ‘Tyrocidine was so named 
e generic name Tyrothrix and to 
it the substance 1s rich in the amino 
inet Stokes and Woodward '* de 
apid method for developing soil bac 
ble of producing bactericidal agents. 
d soil samples in low dilution to ob- 
nicrobial colomies per plate. 
ports 
the same time on the chemical nature 


showing similar results ay 


idin and tyrocidine. Hotchkiss and 


reported further on the chemical proper 
ie se drugs. In the main, they are com 
peptides. 
rOXICITY 
g 7 thricin has proved to be highly tOXIc by 
and ‘avenous or intraperitoneal routes, and this 
se de- robably limit its use to that of local applica 
d, in Seven of 8 dogs died after daily intra 
fection - injections of 0.4 mg. per kilogram of 
isually ight.!° Robinson and Molitor re 
at 10 mg. given intravenously killed 
twenty-four hours, with death appar 
‘action © to respiratory failure. 
xicity of tyrothricin is due to its hemol 
named t. Gramicidin was first blamed for the 
nT and later tyrocidine was shown also 
sahads iss, R. D., and Dubos, R. J.: The Isola 
icidal Substances from Cultures of Bact! 
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Studies on Grat 


(Sept.) 1941 


to cause hemolvsis.‘S Commenting on the 


ference in observations regarding hemolysis, 
Mann, Heilman and Herrell 
similar tests were made the 


on the length of time of incubation Pyrocidine 


stated that wher 


] ] 
results cepender 


caused more rapid hemolysis, but over periods 
longer than four hours the degree of hemolysis 


caused by gramicidin was greater 


MODI O} ACTION 


[t 1s known that these substances obtained 
trom soil bacilli are decidedly bactericidal 
vitro for gram-positive micro-organisms. Iu 
ther, tyrocidine, in the absence of inhibitors like 
peptone mediums, is also effective against gram 
negative organisms.‘ The mechanism of the 
activity 1s not definite. Dubos,® observing that 
inactivation of dehydrogenase (loss of the ability 
of the cell to reduce methvlthionine chloride 11 
the presence of glucose) occurred before an 
morphologic change could be seen in the bacteria, 
suggested that lysis 1s only a secondary process 
occurring after some injury to the cell. Late 
he °° proposed that the specificity of gramicidir 
for gram-positive organisms was possibly du 
to some unidentified structural difference 1: 
tween gram-positive and gram-negative cells. 

Gram-positive organisms are susceptible t 
gramicidin and anionic detergents, but phos 
pholipids inhibit the activity of these compound: 
This led Miller and co-workers! to suggest 
that possibly the phospholipid content of gram 
organisms accounts for the inability 
eramicidin and anionic detergents to inhibit them 


Tyrocidine acts as a protoplasmic poison 
causing loss of uptake of oxygen, of producti 
id and of Gramicidi 


redu ing ability. 


does not attack these metabolic functions. Fac! 


ecn shown to depress the surface tet 
ueous solutions. tvrocidine more 
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Ferraro, working with eleven strains of aureus, hemolytic streptococe: or Str 
Staphylococcus aureus, found gramicidin more faecalis were present. Twelve of tl 
ettective than sulfathiazole against these strains came sterile soon after use of ty1 

Rammelkamp ** reported the difference in sus- started. Of the other 4, 3 were 
ceptibility of various strains of Staph. aureus to negative organisms and the fourth to 
the action of tyrothricin. He was able to develop — strain of Staph. aureus. Gram-posit 
nereased resistance in staphylococci by growing isms did not respond to tyrothrici 


them in mediums with increasing concentrations ciated with gram-negative organis! 


tyrothricin owing “to the production of an inhi 
stance by the gram-negative bacteria, s) 

CLINICAL REPORTS ON DERMATOLOGI has observed that the filtrate of culture 
DISEASES negative bacteria inhibits the action of 


Because of the hemolytic activity of tyrothricin, vitro.” ** patients with eczemat 
investigators began to use it by local applica- OMS were also treated. One, whos 
was due to a hemolytic streptococcus, r¢ 


ion. An early report by Rammelkamp and 
Wright ** reported good results 


Keefer stated: “.\s far as the evidence goes, ; 
it seems clear that superficial infections in man Pauents with de rmatologic cineanes 
due to staphylococci and streptococci responded diseases included cellulitis, dhabetic lest 
in a satisfactory manner following the local ap- ©! the leg, superticial abscesses, carhu 
plication of the material. The dosage and _ fre tected cancers and suppurative adenit 
quency of application requires further study.” Kvale, Barker and Herrell conc! 
Herrell and Heilman reported good. re- tvrothricin 1s of definite value the 


sults in treatment of 4+ of patients with 


of ulcers associated with peripheral 


dermatologic diseases: 1 with ulcer of the leg, G!€4se¢- 
L. M. Rankin reported excellent 


1 with extensive hidrosadenitis suppurativa of 
the axilla and ulcer of the leg and 2 with sainst Nive of six masher: weenie 
a eczematoid dermatitis of the hands and_ feet. antibacterial response and decided tis 
However, in a case of dermatitis of the hands Ulation. 


and feet, a case of eczematoid dermatitis and Sergiev.’? using Gramicidin S (Soviet 


2 cases of stasis ulcers there was failure to show cidin), recorded a recovery time of 4.1 


satisfactory improvement. Later they °° re- for 117 patients with impetigo and 6.8 d 


ported 43 per cent good results, 25 per cent fair 23 patients with ecthymic lesions. 
results and 32 per cent failure in 50 patients cent of his patients, chronic suppu 
treated, including patients with sinusitis, cystitis, three months to three years’ duration wet 


empyema, infected postoperative wounds, infec- pletely healed in sixteen to thirty-one 
trous dermatoses and stasis ulcers. 

Francis ** reported clearing a sulfonamide- INVESTIGATION OF OINTMENT BASES 
resistant Streptococcus pyogenes infection with Since ointments are so commonly used 


gramicidin and following it with a successful skin = ment of skin infections, it was decided to 
graft after previous grafts had _ failed. tyrothricn into a variety of bases 
them. Tyrothricin of a strength of 100 mg 

cubic centimeters was used. It was believ: 
and obtained satisfactory results when Staph. would be a strong enough preparation, sinc 


Rammelkamp ** treated 16 ulcers of 12 patients 


reported in the literature as having been 
23. Ferraro, W. R. Comparative in Vitro Effects strengths up to 40 mg. per hundred cubic centin 
of Gramicidin and = Sulfathiazole on Staphylococcus wet dressings with good results. 
Aureus, Bull. New York M. Coll., Flower & Fifth Ave. 
Hosps. 5:164 (Dec.) 1942. 


The following bases were used as vehicles 
latum; (2) hydrous wool fat; (3) rose wate! 


24. Rammelkamp, C. H.: Observations on Resistance U. S. P.- (4) mucilage of tragacanth. U. S. P 
of Staphylococcus Aureus to Action of Tyrothricin, Pa 
rs Proc. Soc. Exper. Biol. & Med. 49:346 (March) 1942. 29. Wright, V. W. M-: Treatment of 
25. Rammelkamp, C. H., and Keefer, C. Obser-  \Wounds by H-1, a New Germicidal Extract 
vations on the Use of “Gramicidin” (Dubos) in the — Bacilli Cultures, J. Franklin Inst. 283:188 (F: 


Treatment of Streptococcal and Staphylococcal Infec- 
tions, J. Clin. Investigation 20:433 (July) 1941. 

26. Herrell, W. E., and Heilman, D.: Further Ex- 
perimental and Clinical Studies on Gramicidin, J. A. 


M. A. 118:1401 (April 18) 1942. 


30. Kvale, W. F.; Barker, N. W., and H 
E.: The Use of Tyrothricin in the Treat 
Ulcers of the Extremities Due to Peripheral! 
Disease, M. Clin. North America 28:849 (Ju 


27. Francis, A. E.: Sulphonamide-Resistant Strepto- 31. Rankin, ae _The Use of Pyrothrici 
cocci in a Plastic-Surgery Ward, Lancet 1:408 Treatment of Ulcers of the Skin, Am. J. Surg 
(April 4) 1942. (Sept.) 1944. 

28. Rammelkamp, C. H.: Use of Tyrothricin in the 32. Sergiev, P. G.: Clinical Use of Gran 


Treatment of Infections, War Med. 2:830 (Sept.) 1942. Lancet 2:717 (Dec. 2) 1944. 
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ng of 6 per cent of a group of esters ot 


t 


a petrolatum base $3; (6) a base contain- 


id esters of diethenolamine mixed with 


White wax.. : 1.0 


ind (7) a base whose formula follows 
Gm. or 


etyl alcohol 15.0 


tures of hemolytic streptococci, Staph. aureus 


etl 


ti 


coli were obtained and streaked over the 
following respective mediums, which had 
into Petri dishes: hemolytic streptococci 
Staph. aureus on plain agar and B. coli 
ylthionine chloride medium. B. coli was 
ntrol because of the inactivity of tyr 

is organism. Three-tenths gram of the 


nt was then placed in a compact mass on the 


4 


n 


T 


nty 


rth 


Ina 


he medium of three different plates cot 
ate organisms as inoculated above. Like- 


of the second ointment was placed in a 


ss on the surface of the medium of three 
plates containing separate organisms and so 


even ointments had been placed in each ot 
t plates. The plates were then incubated 
nanner at 37 C. and readings taken at the 
four and torty-eight hours. No inhibition 
of any of the organisms was caused by 
1 100 mg. per hundred cubic centimeters 
ny of the ointment bases tested. Colomies 


to the edge of the ointment mass. It is ap 
t tl 


1@ activity of tyrothricin is lost when used 


nt bases so far as the in vitro studies to date 


lhese studies were repeated on three different 


the 


purpose of confirmation. As controls, 5 


sulfathiazole in rose water ointment was tested 


manner, and this preparation was found to 


rowth of staphylococci for 12 mm. and ot 


for 18 mm. surrounding the ointment mass 


experiments, along with poor results 


? 


use of the ointment in 2 cases ot 


) contagiosa, have led to the discontinu- 


the use of the drug in ointment bases 


limical purposes until further work is done. 


Hf 


notl 


R METHODS OF APPLICATION 


er method of application, Rammel- 


applied 95 per cent alcohol containing 
i tvrothricin per cubic centimeter direct] 
n localized ulcers. This caused a burn- 
sation at first. which disappeared after 


‘ee applications. After the alcoholic 


dried, sterile dressings were applied. 
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which exudation from the lesion car- 
the tyrothricin with the serum, appli- 
re made twice daily. This was espe- 


‘ssary for ambulatory patients. Good 
‘re obtained in twelve of the sixteen 


reated. 


base was Aquaphor, manufactured by the 


atories, Inc., Stamford, Conn. 


ase was Hydrosorb, manufactured by the 
oratories, North Chicago, Ill. 


ANDERSON—CUTANE( 


S INFECTIONS 


The most popular method for application ot 
tvrothricin has been the continuous wet dress- 
ing. The dressing has been impregnated with 
varving strengths of tyrothricin up to 40 or 30 
mg. per hundred cubic centimeters. The tyro- 
is stable indefinitely at room temperature.” Dilut 
ing this solution with distilled water results in 


thricin which is supplied in an alcoholic solution 


a milky suspension; although this suspension 1s 
stable, it is best to prepare fresh dilutions datly. 
f sodium chloride should not 


Isotonic solution 
be used for diluting because of its tendency to 
precipitate the active material.’ As a continuous 
wet dressing, this suspension is constantly 1m 
contact with the lesion and the infecting organ 
isms, a factor which overcomes the inhibiting 
action of body fluids which precipitate tyrothri 
cin. Rammelkamp “found that serum, exudate 


and feces caused a marked inhibition, so that 
about 100 times the amount of tyrothricin re 
quired to kill streptococcl in the absence of these 
substances was necessary to obtain the same 


results in their presence.” 


INVESTIGATION OF DILUTED TOPICAL 
APPLICATIONS 


In order to compare the activity of the alcoholic solu 
tions and the aqueous suspensions with that of the 
ointments, tests similar to those with the ointments 
were carried out. Freshly prepared dilutions ot tyro- 
thricin in 100 mg. per hundred cubic centimeters 
strength were used. The vehicles were (1) 70 per cent 
alcohol, (2) 50 per cent alcohol, (3) 10 per cent alcohol 
and (4) distilled water. Three felt pads, 1 cm. square, 
were moistened with the first test preparation and 
placed on the surface of separate Petri dishes on which 
had been streaked cultures of hemolytic streptococci, 
Staph. aureus and B. coli, respectively. This process 
was repeated for each of the other 3 test preparations 
The inhibition of the growth of the micro-organisms is 


Inhibition of Various Pathogenic Bacteria by Tyro 
thricin wn Solution or Suspension After 
Incubation for Forty-Eight Hours 


Inhibition (in Millimeters) of 


Tyrothricin, Hemolytic Staph. 

100 Mg. / 100 Streptococci Aureus B. Coli 
70% aleohol.. peer 10 8 0 
W% aleohol. 12 


10% aleoho! 7 3 0 


Distilled water 


recorded in the table. One might assume that the 
alcohol in the alcoholic solutions would cause inhibition 
of the growth of the organisms; however, this possi- 
bility is lessened by the fact that B. coli was not inhibited 
even by alcoholic solutions 

As noted in the table, definite inhibition of 
the erowth ot hemolytic streptococc! and Staph. 
aureus resulted when they were exposed to solu 
tions or suspensions of tyrothricin. There was 
no inhibition of the growth of B. col. This in- 
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dicates that tvrothricin, which was used in the 
same strengths in the ointments and the solu- 
tions, was inactivated in the ointments, or at 
least was not released for activity. 

CLINICAL INVESTIGATION 


Twenty patients ‘with cutaneous infections were 
treated with tyrothricin; included were 4 patients with 
stasis dermatitis, 6 patients with stasis ulcers, 4 patients 
with ecthyma, 3 patients with infectious eczematoid der- 
matitis and 1 patient each with pyoderma, traumatic 
ulcer and decubitus ulcer. The alcoholic solution (2 per 
cent tyrothricin in 94 per cent alcohol) supplied was 
diluted with distilled water to make varying concentra- 
tions of tyrothricin in suspension from 40 to 200 mg. per 
hundred cubic centimeters. This suspension was then 
used in continuous wet dressings. No toxic effects of 
any kind, either systemic or local, were noted in any 
patient. 


Results.—It is well appreciated that these intec- 
tions, especially stasis dermatitis and ulcer, will 
respond to ordinary treatment with rest in bed 
and the usual wet dressings. Thus, impressions 
as to the value of tyrothricin wet dressings will 
have to be brought into the picture. It was 
noted that the purulent material in most of the 
cases cleared remarkably well, usually within 
twenty-four hours. The time required for heal- 
ing is not shortened; hence it appears that tyro- 
thricin does not promote epithelization. 

In the group of 20 cases, results were good 
in 15 (75 per cent), fair in 2 (10 per cent) and 
poor in 3 (15 per cent). The infection in the 
2 cases in which results were classified as fair 
(a case of stasis dermatitis and 1 of stasis ulcer ) 
cleared well under treatment but soon recurred. 
Of the 3 patients for whom results were classi- 
fied as poor, 1 had an underlying osteomyelitis 
which did not respond to the tyrothricin although 
the superficial infection cleared, and 1 with a 
stasis ulcer and 1 with infectious eczematoid 
dermatitis showed no _ response. 

In the breakdown of the various groups of 
similar types of infection, it was found that in 
3 of 4 cases stasis dermatitis responded well, 
while the fourth cleared but reinfection soon 
occurred. In the 6 cases of stasis ulcers, there 
was good response in 3; in 1 there was the 
underlying osteomyelitis; in 1 the ulcer cleared 
but became reinfected, and in 1 there was no 
response. Because of the frequent recurrences 
in hypostatic conditions, these results are not 
discouraging. All of the 4+ ecthymatiform lesions 
responded in a satisfactory manner. In 1 of 
the 3 cases of infectious eczematoid dermatitis 
there was poor response, possibly because of 
associated allergic factors. The results are con- 
sidered excellent for the traumatic ulcer, pyo- 
derma and decubitus ulcer. 


DERMATOLOGY 


AND SYPHILOLOGY 
Staphylococci were the infecting org 
the 3 cases in which the results were | 
is in agreement with reports in the 
stating that staphylococci are more resi 
This is 1 


aging, however, since Ferraro’s - 


streptococci to tyrothricin. 


cates that staphylococci are less ofte: 
to tyrothricin than to sulfathiazole 
our patients had had previous thera» 
cent sulfathiazole ointment without 

In 5 of these patients, the purulent 
cleared satisfactorily under tyrothricin 
ings aiter having failed to respond t 
zole. A brother and sister were ad 
the hospital at the same time, each 
derma; the brother was treated with t 
wet dressings, while the sister was treat: 
sulfathiazole ointment. The results were 
ered similar. Similar response was also 

in ecthymatiform lesions on both ankles 
aged 3, whose right ankle was treated with su 
thiazole ointment and whose left ankle 
treated with tyrothricin wet dressings. 

A patient with infectious eczematoid dermat 
on both ears was treated with boric acid 
dressings on the right ear and tyrothricin y 
dressings on the left ear. The ear treated 
tyrothricin responded more rapidly than t! 
treated with boric acid. 


COM MENT 


It was found that tyrothricin when applied 
the commonly used strengths was inactive in th: 
several different types of ointments tested. 1 
rothricin is seemingly a complex molecule, bein, 
made up of gramicidin and tyrocidine, both 
which are complex polypeptides. A chemuca’ 
change or combination would easily be possi): 
in tyrothricin when one recalls the high co 
bining capacity of proteins. Perhaps in suspe: 
sion in high concentrations it can be used 
ointment form. 

Because of its complex protein nature, 1t 
probably be impossible to synthesize tyrothricu 
This will be a major factor in its availability an’ 
cost. If it must be obtained through tedi 
culture processes, the supply will be limited 
the cost high. 


SUMMARY 


A review of the literature on tyrothricin, 
bactericidal substance obtained from an aero! 
sporulating bacterium, is presented. 

In vitro studies show that minute amounts 


TOSI - 


of the material inhibit the growth of gram-po: 


Likewise, smal] amounts 


these 


tive micro-organisms. 
protect experimental animals infected wit! 
bacteria. 
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of its high toxicity, the usefulness of 

is limited to local applications. 
ricin is ineffective when incorporated 
on ointment bases in the usual thera- 
centrations. 

patients with cutaneous infections 
ted with tyrothricin used in continuous 


essings. The results were good in 75 per 


e cases, fair in 10 per cent and poor 
cent. 

irulent infection clears with remarkable 
in most of the dermatologic diseases 
eram-positive organisms. Stimulation 
lation tissue 1s not apparent. 


ANDERSON—CUTANEOUS INFECTIONS 2s 


Tyrothricin should prove helpful in clearing 
infections which are resistant to other types of 
locally applied medicaments or when sensitivity 
of the patient to sulfonamide compounds 1s en- 
countered. 

This investigation was carried out at the City of 
Detroit Receiving Hospital, Department ot Dermatology 
and Syphilology, under the supervision ot Loren W. 
Shaffer, M.D. 

Condensed from a thesis submitted to the graduate 
council of Wayne University College of Medicine in 
partial fulfilment of the requirements for the degree ot 
Master of Science in Dermatology and Syphilology. 

Parke, Davis & Company, Detroit, supplied the 
tyrothricin used in this study. 
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ONOPHENARSINE HYDROCHLORIDE IN TREATMENT 
LUPUS ERYTHEMATOSUS 


ARTHUR B. HYMAN, -M.D. 


NEW YORK 


For many years the most valuable drugs in No auxiliary measures were taken, 


the treatment of lupus erythematosus ' have been — the use of a plain shake lotion or bori 
ment, the avoidance of exposure to su 
the application of a phenyl salicylate 


the 


gold and bismuth preparations. In cases of 
obstinate lupus erythematosus which does not 
respond to these conventional drugs and against 
which sundry methods have been used without 
success, any remedy which might improve the 
eruption, if only partially, is valuable. This is 
particularly true if the remedy is a comparatively 


sun-protective solution during 
months. 

For all patients the following investiga: 
were performed before treatment with ox 
arsine hydrochloride was started: Exar 


nontoxic drug. of the urine for albumin and sugar, b! 


[he organic arsenicals have long had a useful Counts (red, white and differential) and a \\ 
sermann test of the blood. For some patien: 


place in the treatment of lupus erythematosus. 
particularly those for whom the diagnosis 


Neoarsphenamine, the silver arsphenamines, 


: : not clinically established bv at least two of 
acetarsone and bismarsen have been used, with . - 


dermatologists of the staff of the Skin and Car 
‘ Unit, a biopsy was performed. When a historg 
facts made it seem worth while to test oxophenar- 
suggested the existence of a constitutional dis 
sine hydrochloride, the arsenical having the best erie eee me 
. the possibilitv was investigated. Treatment 

rape index Syphilis, 11 le therapy ot . 
ther in SV] oxophenarsine hydrochloride was not git 
there was albuminuria, the white blood cell 

In July 1942, Dr. M. B. Sulzberger first em- was below 4,000 per cubic millimeter, tl 
ployed oxophenarsine hydrochloride in a case’ sermann reaction of the blood was positive ort 
of widespread chronic discoid lupus erythema- general health was not satisfactory. 


some favorable results reported for each. These 


tosus of long standing, in which all of the conven- The initial dose of oxophenarsine hvdr 
tional methods had been used without success. ride was 5 mg., administered intravenous 
With the third injection (a total of 30 mg. of Weekly injections were given and the dose wa 
the drug), there was distinct improvement, the increased by 5 mg. each week until a maximu 
most impressive which had ever been obtained dose of 60 mg. was reached in some of 

in this case, and many of the lesions are even — earlier cases, However. it appeared that 60 1 
now much improved. However, after consider- was too large a maximum dose. Mild reactions 
were frequent enough to warrant reductio1 
the dose; when it was maintained at 30 mg 
less for women and 40 mg. or less for men, e\ 
nuld reactions were rare and improvement. \\ 
it occurred, was usually continued. 


able progress no further benefit could be noted, 
despite continued administration of oxophen- 
arsine hydrochloride. 

Encouraged by the results in this case, I used 
oxophenarsine hydrochloride in the treatment of 
40 patients with lupus erythematosus at the Skin 
and Cancer Unit of the New York Post-Graduate 
Medical School and Hospital. This article reports 


In some. cases distinct improvement 
noticeable even after the second or third injecti' 


but in others no change was seen until 


eT 


teenth or eighteenth dose, when a sud 


on the first 20 cases. 


dramatic improvement was observed. ‘Treat! 
From the Skin and Cancer Unit, New York Post- . 1900 + 
~ was discontinued when a total of 1,200 
Graduate Medical School and Hospital, Columbia Uni- 
versity. 
1. Unless otherwise specified, lupus erythematosus 


the drug had been administered if m 
distinct improvement had taken place 
1,200 mg. had been administered, a rest 
to six weeks was allowed before a second 
was started for patients whose condit! 


refers to the chronic discoid form only. 

2. Baer, R. L.: Lupus Erythematosus Disseminatus 
(Treated with Mapharsen), Arch. Dermat. & Syph. 
49:151 (Feb.) 1944. ranted a continuance. 
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injections were given at intervals of In only 1 case (case 20) was it found neces- 


one week, tresh lesions would some- sary to discontinue use of oxophenarsine hvdro 


op. .\fter treatment was ended on 
; chloride because of its toxic etfects. In some 2 
apparent cure, there were recurrences P : E 
cases there was little or no Mnprovement, as Was 
ises. Administration of the drug was 
we ] < we se 
these Cases but it 18 too early to to be expected Il) Cases Of clisea e Whose Cause P- 
ettects on such recurrences, Is UNKNOWN. 
ew of Twenty Cases of Lupus Erythematosus Treated with Oxophenarsine Hydrochloride ‘ 
Duration of e & 
\ge, Disease, ons, 
yr ¥r Extent Treatment Previously Given Number Result Comment 
BS 
1 7 28 Right lower con- “Acid”; 327 injections of gold $0) Good Conjunctival lesion ‘ 
t unctival margin, and 9 injections of bismuth responded £ 
ps and chin 
2 Right lower con 40 injections of bismuth; 3¢ lf Excellent Conjunctival lesior 
~ § junctival margin, injections of gold; sobismino responded ¢ 
chin and cheeks 
i 
Nose, temples and None 410 Good 
cheeks 
“4 2 Face, ears, fore- None 6 Excellent See case history 4 and : 
head and sternum figures 1, 2, 3 and 4 
patients Cheeks 25 injections of bismuth, 16 Good 
SIS 3 injections of gold 
Many Cheeks None 17 Good 
1 ( M Many Nose 10 injections of bismuth 2 Good Be 
: M 17 Most of face, fore 40 roentgen treatments; 20 in Excellent Rapid response after the é 
” head and chest jections of bismuth; 30 injec third injection of oxo pa 
dise d tions of gold phenarsine hydrochloride; 
nt permanent radiodermatitis 
L te 
: g 0) 10 Cheeks and lett 22 injections of bismuth; 16 Good *% 
eyebrow injections of gold 
; . 27 Most of face “Acid”; solid carbon dioxide; 10) Unsatis Considerable radioder 4 
ey 1 year of roentgen treatinents factory matitis; numerous kera re 
p many ultraviolet irradiations; totic nodules 
2 applications of radium; 6 
months’ treatment with gold; 
re 6 months’ treatment with bis F 
muth; removal of epithelioma 
by diathermy 
se Was Unknown Cheeks None 11 Excellent 
XII 1 Cheeks and temples 12 injections of gold; 22 injec 10 Good 2 
( tions of bismuth 
Many Vertex injections of bismuth Unsatis- Subsequently responded 
factory excellently to one appli 
actions cation of solid carbon x 
Ol dioxide 
Nose injections of mercuric salicy] 3 Good 
arsenate; 31 injections of bis ‘a 
muth; 71 injections of gold § 
es Chin and cheeks 22 injections of bismuth; 31 30 Unsatis A 
injections of gold; solid carbon factory F 
dioxide; 6 ultraviolet irradiations ¥ 
49 216 Cheeks and temples 22 injections of bismuth; 20 in 29 Excellent See case history 16 and % 
jections of gold; 6 roentgen figures 5 and ( + 
irradiations 
M ) 2h Forehead and neck 2 injections of bismuth; 21 in 2] Excellent Bismuth was discontinued y 
jections of gold on account of abdominal! 3 
pain after injection 
- 27 1144 Ears, nose and 12 injections of gold; 31 injec- 2 Unsatis Fl 
cheeks tions of bismuth factory a 
M 21 Nose and cheeks 26 applications of radium; 18 12 Unsatis Considerable radioder ; 
injections of triphal; 6 injec- factory matitis and atrophy 8 
tions of bismuth 8 
urs 12 Nose, chin and 10 injections of gold Is Unsatis- Oxophenarsine hydro- fa 
upper lip factory chloride had to be dis é 
continued because of 
edema of the eyelids ES 
after injection j 
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[Lupus erythematosus of the mucosae is been eminently satisfactory and arrest o 
notoriously resistant to therapy, and, as far as seems complete and so far permanent 
the buccal mucosa was concerned, no decided 
changes were seen with oxophenarsine hydro- 
chloride, although improvement sometimes oc- 
curred. When, however, the disease involves the can tell whether, though one lesion 


The term “cure” is an unsafe one to | 
speaking of lupus erythematosus, and on’ 


Fig. 1 (case 4).—A, lupus erythematosus before treatment with oxophenarsine hydrochloride, January 1942 


results of treatment with oxophenarsine hydrochloride after six months of use, July 1942. 


Fig. 2 (case 4).—.4, lupus erythematosus before treatment with oxophenarsine hydrochloride, Janu 
B, results of treatment with oxophenarsine hydrochloride after six months of use, July 1942. 


palpebral conjunctiva, it is probably a valuable erythematosus is apparently cured, anot! 
drug, and cases have been observed in which, not appear either on the same site 
though the conjunctival lesions have proved different area. It would therefore 
resistant to all other methods of treatment, accurate to speak of the “arrest” 
response to oxophenarsine hydrochloride has erythematosus rather than of its “cure.” 
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this in mind, it may be said that in a 
»roportion of cases of lupus erythemato- 
xophenarsine hydrochloride will arrest the 


ase and that it is an effective drug, worthy 


a] in cases in which the disease is refractory 
.nuth and gold therapy. Prolonged observa- 
vill be needed before one can advise it as a 
peutic substance to be adopted in preference 
metals. From the syphilologist’s vast 

e, it is apparent that oxophenarsine 
oride is a safer drug than a gold prep- 
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sive treatment with bismuth and gold prepara- 
tions; among the 4, 1 had permanent and severe 
radiodermatitis. In this case (case 8) response 
of the lupus erythematosus to oxophenarsine 
hydrochloride was rapid. 

In 8 other cases improvement was shown but 
no complete “cure.” In 6 of them courses of 
bismuth and gold preparations had previously 
been given. In 1 (case 2) the conjunctival 
lesion, which had been present for three years 
in spite of treatment, cleared with administration 


(case 16).—Lupus erythematosus before treatment with oxophenarsine hydrochloride, January 1943. 


though more liable to have unpleasant 
ted effects than one of bismuth. 
should hesitate to use oxophenarsine 

‘ride for the acute and more active sub- 
pes of lupus erythematosus until much 


eater experience has been acquired; no such 


ve been included in the series treated so 


COM MENT 


enarsine hydrochloride produced excel- 


t results in 6 of the 20 cases in this series. 


the patients, + had previously received exten- 


of oxophenarsine hydrochloride. This drug gave 
unsatisfactory results in 6 cases, in all of which 
prolonged treatment with bismuth and gold com- 
pounds had previously been given. ‘Two of the 
patients (cases 10 and 19) were suffering from 
severe radiodermatitic changes when treatment 
with oxophenarsine hydrochloride was begun; 
1 patient (case 20), the only one in the series. 
had to discontinue treatment with the drug 
on account of edema of the eyelids, and | patient 
(case 13), who was totally unresponsive to 
oxophenarsine hydrochloride, was “cured” by 
one application of solid carbon dioxide. 
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Cas€ 1s all 
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exam 
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iarsine hvdrochloride w 


had been given. 


first attended 
York Post 
] 194? 


yrelyal face 


IStOry 


He had extensive lesions typical 


vthematosus on the flush area o1 the tace, 


he ears and on the forehead and sternum 
hydrochloride 


oxophenarsine 
definite 


Was 


5 and paling occurred 


xophenarsine 
elith injection 11 
definite. By the twenty-ninth injecti 


| 


disease mained other than pale sm 


OT al r ult Was 


SUMMARY AND CONCLI 


Oxophenarsine hydrochloride was 


the treatment of lupus erythematosus 11 
The 


average duration of the disease 


Fig 4 (Cast 16) 


within one week. By July 27 all lesions showed dra- 
matic improvement and little remained beyond atrophy 
1 the affected The patient had received a 
total of twenty-six injections (1,120 with an 
excellent result. 


sites. 
mg.) 


The next case shows the value of this drug for 
patients who had previously been given much 
treatment with heavy metal without success. 

Case 16.—S. C., a man aged 49, was first seen at 
the Skin and Cancer Unit of the New York Post- 
Graduate Medical School and Hospital on Jan. 4, 1943. 
He gave a history of lesions on the face for two and 
one-half years, for which he had received twenty-two 
injections of bismuth preparation, twenty of gold prepa- 
ration, and six roentgen treatments. He showed dis- 


Results of treatment with exophenarsine hydrochloride after eight months of use, Septe: 


years, and in many cases it proved 
to other methods of treatment. 

Results noted were excellent in 6 cases 
in 8 and unsatisfactory in 6. 
ill effects. 

The drug may be used in treatment 


serious 


erythematosus with a fair expectation of succes 


even in cases in which the disease has 
all forms of treatment commonly in us¢ 
A long period of observation 1s 1 
for the evaluation of oxophenarsine | 
ride in the treatment of lupus erythen 


2 West Eighty-Seventh Street. 


There wer 


IRCHIVES OF DERMAT (7) IND SYPAHILOLOG 
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7 REPORT OF} CASES cold patches of erythema, scaling, atrop 
: on both sides of the face from the angk 
1 
sponse to oxopher hen no 
I 
previous treatnen pr 
I 
ee Case 4.—( H., a 53 vear old man, n 
ase the Skin and Cancer Unit of the Nev eee—“t‘(;CsC‘(‘#]$TT.SGQQQ 
Graduate Medical School and Hospital o1 
ind’ gave an ur 
six monts 
\dminist 2 
Started on rebruary 
4 
hd 
~t 
t 
a 
: K 


preparation as soon as it was applied. 
‘ation was primary, and these persons did 


LOCALIZED SENSITIVITY 


REPORT 


CAPTAIN 


MEDICAL CORPS, ARMY 


ber 1943 Robinson and Wallace? re- 
n the use of penicillin-inoculated gauze 
topical application in the treatment of 
is superficial infections. Since that time 
has been considerable use of crude peni- 
compresses and in ointment bases for 
‘reatment of superficial pyogenic dermato- 
liseases. In a recent discussion one inves- 
r,° reporting encouraging results from the 
ment of acute and of chronic pyogenic in- 
ns of the skin, stated: ‘Up to the present 
has been no serious reaction reported 
ying the local or parenteral use of penicillin. 
Its absence of local reaction and sensi- 
places the mold in a unique situation in 
parison with the sulfonamide compounds.” 
idence 1s accumulating, however, to indi- 
that the use of penicillin locally is not 
y unattended with untoward responses. In 
1944 a case of dermatitis venenata of the 
and genitalia from contact with purified 
cillin was reported.* The patient was a 
al officer who prepared various solutions 
urified penicillin and administered the drug 
itients. A strongly positive reaction to a 
test was obtained in that patient. Raper 
Coghill * recently stressed the possibility of 
‘tization to mold protein, which inevitably 
esent in such preparations. 
this clinic, crude penicillin applied locally 
vielded good results in the treatment of 
neous infections. However, in some patients 
lermatitis has become worse after such 
Three patients seemed irritated by 
This 


ive of absence from the Department of Der- 
and Syphilology, University of Pennsylvania 
i Medicine, Dr. John H. Stokes, Director. 
inson, G. H., and Wallace, J. E.: Inoculated 
Dressings, Science 98:329 (Oct. 8) 1943. 
nson, H. M.: Penicillin Therapy of Impetigo 


tagiosa and Allied Diseases, Arch. Dermat. & Syph. 


vy) 1944, 
yle, H. D., and Rattner, H.: Contact Dermatitis 
Penicillin, J. A. M. A. 125:903 (July 29) 1944. 
Raper, K. B., and Coghill, R. D.: “Home Made” 
J. A. M. A. 128:1135 (Dec. 25) 1943. 


JAMES A. 
OF THE UNITED STATES 


TO CRUDE PENICILLIN 


A CASE 


McGUIRE 


not show a sensitive reaction to patch tests. In 
another patient pronounced local sensitivity to 
crude penicillin was encountered. The experi- 
ence in this case forms the basis of the present 
report. 


REPORT OF CASE 


M. H., a 34 year old housewife, was seen in the 
dermatologic clinic of the University of Pennsylvania 
School of Medicine, on Nov. 30, 1943, with a circular 
subacute eczematous dermatitis on the dorsum of the 
right hand and the adjacent portion of the ring, middle 
and little fingers. Five and a half years previously the 
patient had a similar dermatitis on that hand which 
was resistant to the usual forms of local therapy, and it 


Fig. 1—Original dermatitis on the dorsum of the 
right hand prior to therapy with crude penicillin. 


was thought that a contact factor, plus a highly neurotic 
element in the home, kept the dermatitis from healing. 
The patient received roentgen ray therapy and later 
exposures of the hand to artificial sunlight. There were 
slight improvements and many generalized exacerba- 
tions, and on two different occasions the patient was 
hospitalized. During that period she was found to be 
sensitive to resorcinol and Castellani’s paint, and during 
both hospitalizations rather large doses of one of the 
sulfonamide compounds were used to control and even- 
tually to clear the dermatitis. The patient had been 
well for a few months when the dermatitis recurred. 
She was hospitalized for several months in another 
institution where she received considerable roentgen ray 
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therapy and eventually became well. The skin remained the arms and face. There was less involven 
clear for almost two years, but the dermatitis recurred trunk, and a generalized pruritus was pres- 
in the later months of 1943. patient responded to compresses of acriflavin 
On Jan. 10, 1944, because the localized patch on the sium permanganate solutions and boric acid 
back of the right hand had not responded to treatment, This treatment was carried out in the hon 
cultures were made from the lesion, and many hemo-_ entire process subsided, leaving the origina 
lytic and nonhemolytic staphylococci and nonhemolytic dermatitis on the dorsum of the right hand 
streptococci were found. Crude penicillin was given to On March 10, 1944, crude penicillin oint; 
the patient to be used in the form of compresses and again tried, and the patient returned in thre¢ 
in ointment form (the ointment was 50 per cent crude an extremely acute dermatitis on the original j, 


penicillin in Lanette wax base). In one week the der- This was followed by an extension of the dern 
matitis was much improved: The pruritus had stopped; the forearm and an id type of reaction, 
the lesion was dry, and there was some central heal- much more severe and generalized than tl 


healing. Treatment was continued, and a week later, one, and the patient had to be hospitalized. 
although there was central healing, there seemed to be ized papular eruption had developed, with acut 
slight peripheral spread. The patient was seen on that tous dermatitis affecting both hands and forear; 
visit by another physician, who prescribed 5 per cent patient responded favorably to hospital treatn 
tar distillate ointment. A week later the patient re- ber skin was clear within two months. T| 
turned much worse, and at this time, February 1, crude dermatitis on the dorsum of the right hand | 
penicillin was again given. In one week the dermatitis almost completely subsided. 

Was again much improved. There was some central 

clearing, and normal skin could be seen. At the end of ALLERGIC STUDIES 


It was believed that this patient was - 
to crude penicillin, and investigat: 
accordingly carried out. 


1 


The crude penicillin was prepared by Allx 
Ph.D., Research Fellow ® in the William P 
oratory of Clinical Medicine. Penicillium notatun 
1249 B21, was grown undisturbed at room tempera: 
in a modified Czapek-Dox broth containing 4 per 
dextrose and 1 per cent Difco yeast extract 
seven to nine days the crude penicillin was harves 
by decanting the medium from the mycelial mat. > 
spores and a few mycelial shreds remained in ¢! 
vested material. The pa was adjusted with mono! 
potassium phosphate from the initial value of 7.7 to 
to about 6.5. The crude penicillin inhibited Staph) 
coccus aureus in dilutions of 1: 500 to 1: 1,00 
mycelial mats were examined carefully for the pres 
ot contaminants. As a further check for bacteria! 
tamination, deemed sufficient for the purposes of 
study, dilutions of the adjusted harvested material \« 
made in nutrient broth tubes, which were observe 
the development of turbidity after incubatior 
for seven days. 


Fig. 2.—A, patch tests on the dorsum of right wrist On May 23 closed patch tests with crude pe: 
and forearm just above the original dermatitis, demon- “ill; 
strating sensitivity to crude penicillin. The material i! Oimtment, the culture fluid for the grow 
used at each site was: (1) crude penicillin, (2) crude ©f penicillin and the ointment base ( Lanet 
penicillin and Lanette wax ointment base, (3) the cul- wax) were applied on the dorsum of the mg)! 
the penicillin was hand and wrist just above the site of the 
and (4) the Lanette wax ointment base (control). : 

: ocanze S. 1Ours t 

The testing material was removed and the photograph localized dermatitis. In fort) eight hou a 

taken forty-eight hours after the patches were applied. patch tests were read. The crude pea 

B, scratch tests demonstrating sensitivity to crude peni- alone and in the ointment form elicited strong: 

cillin. The material used ma each site was: { Patani positive reactions with a pronounced erythem 

hi > penicilli yas grown, (2) the oint- 

ment base, (3) crude penicillin and (4) crude penicillin 
in the ointment base. The photograph was taken twenty with the culture fluid and ointment base 
minutes after the scratch tests were made. entirely negative. Patch and _ scratch tests 

purified penicillin elicited negative reactions 

another week there was further clearing, but there was Reactions to scratch tests with crude pemici 

some peripheral extension of the dermatitis in the form gn the forearm were positive. A less_positiv 
of small red papules. When seen seven days later, the d 

hand was much worse. There was beginning extension 'C@CuOn to ointment and negative eon 


- of the dermatitis up the right forearm, and within two scratch tests with the controls were oDt! 
days a similar dermatitis had developed on the dorsum bes : Sane 
of the opposite hand. This was followed quickly by the 5. Supported by Smith, Kline and French 


development of small papular erythematous lesions on Research Fund. 
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yeh tests with penicillin applied to the back 
<the opposite arm and hand elicited negative 
ns (crude penicillin had not been used 
nd eapeuically on the left hand). The results 
, ‘she same patch tests when applied to the dor- 
oy of the right hand were repeatedly positive. 
: satch test on the right forearm gave a doubtful 
and a series of patch tests to this 
‘| on the dorsum of the right hand and 
n further proved the patient to be only 
y sensitive, as the testing material elicited 
estive reactions on the dorsum of the hand and 
letely negative reactions high on the fore- 
Vassive transfer tests with blister fluid 
the opposite arm and later from the original 
ititic area were attempted for this patient. 
reactions to the former tests were com- 
ly negative, and the reactions to the latter 
estel a positive transfer of antibodies. 


TO CRUDE PENICILLIN 


Patch tests with the crude penicillin prepara- 
tion and the control material were made on 
50 normal patients. Some of these patients had 
received purified penicillin by intramuscular in- 
jections ; others had used crude penicillin locally, 
while the rest had never been in contact with 
any of the testing materials. None of these 
patients had positive reactions to any of the 
testing materials. 


SUMMARY AND CONCLUSION 

A case of localized sensitivity to crude peni- 
cillin was observed, and special allergy studies 
were made. 

Although crude penicillin is effective in treat- 
ing certain types of superficial pyogenic cuta- 
neous infections, occasional local reactions with 
the development of sensitivity may be expected. 
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7 TREATMENT OF DERMATOPHYTOSIS AND HYPERHIDROSIS \\ 


FORMALDEHYDE AND CUPRIC SULFATE IONTOPHORESIS 
CAPTAIN EDWARD D. FREIS 
- MEDICAL CORPS, ARMY OF THE UNJTED STATES 
Because of the large numbers of persons af- dermal form of treatment and systen 

flicted, dermatophytosis remains an important are an exception.” 
: therapeutic problem in military and civilian lite. In recent vears there have been 
* It has been well said that the conditions favor- reports concerning the use of cupric suliat 

Pp ing the perpetuation of the infection are heat, iontophoresis in the treatment of dermatoy 
e moisture and darkness of the leather-shod foot. sis. A dissenting opinion concerning its 
a The failure of most therapeutic procedures in has been expressed by Greenwood and R 


treating ambulatory patients is due to the con- wood,* who have stated that the method 

tinuance of these conditions during the course be ineffective since cultures positive { 

of therapy. matophytes were obtained after a series of trea: 
It was thought possible that if any one of »ments with the copper solution. Their experie: 

the three factors which perpetuate the infection, was based on a series of only 4 cases. Furth: 

heat, moisture and darkness, were eliminated more, the question of positive cultures is larg 

Most at- academic, since fungi can be cultured from ; 


the fungi could no longer survive. 
mal skin and since the knowledge of the et 


tempts at controlling moisture have been based 
on the use of foot powders which absorb the ologic factors involved in the pathogenesis 
sweat after it has reached the surface. The dermatophytosis is so deficient. In this stu 
course of treatment proposed herein utilizes the [I was interested more in actual therapeuti 
basic principle that sweat formation is inhibited sults than in theoretic questions of fungici 
at its source, thus producing a drier epidermis activity. 
than with any other known method. 

This effect is produced by the use of 1 per Figure 1 is a diagram of a simple electrical ci 
cent solution of formaldehyde given by the for administering a current of low milliamperag: 


method of iontophoresis. This method was used rheostat is used in series. with a 45 volt d 
by Pj a: iyi : ‘ble | 2 battery and a milliameter with a scale reading 
y Finson © m studying insensible heat loss 1 1 to 30 milliamperes. The negative lead is connect 
the absence of sweating. He demonstrated that to a lead plate which is covered by gauze soaked 
after two to three administrations of formalde- saline solution, on which the patient places 
ot his hand. The positive lead is connected by me 
é ; ae of a small piece of copper foil to a porcelain pan 
glands in the area treated is completely inhibited taining either 1 per cent formaldehyde or a 1 per 
for a period ot approximately one month. cupric sulfate solution. The patient soaks his 
the formaldehyde bath with his hand on the g 


METHOD 


hvde by iontophoresis the activity of the sweat 


It is further well established that solution of 
formaldehyde is an excellent fungicide. It has in 


Electrotherapy and Lig! 
been used for many years in the disinfection of ed, 4, Philadelphia, Lea & Febiger, 1942, p. 15: 
shoes and in the treatment of dermatophytosis. fersiid ©. and Pleaner. Traitement 
Flowever, application of fungicidal agents to the dermophytie des extrémités par iontophorése de cuivr 
surface of the skin should not be as effective Bull. Soc. trang. de dermat. et syph. 43:450 (Feb 
as iontophoresis, since this method causes mi- Haggard, H. W.; Strauss, M. J., and Greenbe 
: Fungous Infections of the Hands and Feet 
gration of the fungicide through the deeper —[ontophoresis of Copper, J. A. M. A. 112:1229 
lavers of the epidermis. 1939. Gunderson, G. O.: Copper by Lontophoresis 
Treatment of Dermatophytosis, Indust. Med. 9:4! 


That iontophoresis does not result in systemic = ~ 

| absorption is indicated by the fact that medi al (Aug.) 1940. Solomon, W. M.: Treatment of Dermat 
ADSO QO 5 f > tac - at 

I - phytosis by Ion Transfer, Arch. Phys. Therapy 

i ions as a rule cannot be made to migrate far (April) 1942. Glauser, F.: Management of 


below the, surface of the skin; consequently, Infection of the Feet, U. S. Nav. M. Bull. 48:52: 


ionic medication is essentially a local or intra-  (Sept.) 1944. 
4. Greenwood, A. M., and Rockwood, 


: 1. Pinson, E. A.: Evaporation trom Human Skin Iontophoresis (Ion Transfer) of Copper 5u 
with Sweat Glands Inactivated, Am. J. Physiol. 137: Cases of Proved Infection, Arch. Dermat > 
492 (Oct.) 1942. 44:800 (Nov.) 1941. 
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id plate for twenty minutes, the rheostat 
sted to a current of 10 to 12 milliamperes 
Little discomfort is produced by this method. 
gnosis of dermatophytosis was made as care 
ssible on clinical grounds. It is realized that 
kes in diagnosis may have been made. Those 
o had mild infections were given two or 
tments with formaldehyde on successive days, 
with severe infections were given three to 
ments on alternating days. More treatments 
ired when cupric sulfate was used. Cracked 
rated areas between the toes were protected 
treatments by inserting loose pledgets of ab- 


ite + 
R 
de 
peri Fig. 1—Diagram of electrical circuit. 
ae cotton between the affected toes. Denuded, 
es! ndarily infected areas were treated with a 5 per 
mM nor ot sulfathiazole ointment applied after the adminis- 
the et:- @ sion of iontophoresis. The ointment was used only 
resis ort periods in order to avoid the danger of sensi- 
reactions to sulfathiazole. Plain petrolatum was 
ibs areas of skin which cracked because of excessive 
une 1 ness. The patient was instructed not to apply this 


NIC! treatment days, as this interfered with the passage 
ijontophoretic current. 


RESULTS 
ihe table summarizes the results of treatment. 
dry cx e data are necessarily approximate, since it 
ng iron impossible to judge the exact day that 
inieal improvement” and “clinical remission” 
irred. 

y meat \hile formaldehyde and cupric sulfate by 
B® xophoresis were both found to be extremely 
‘ective in the treatment of the superficial 
ses, each proved to have its own field of 
rmaldehyde was most effective in cases of 
mplicated hyperhidrosis and of dermato- 
\tosis of moderate severity. The suppression 


) 193 the sweat glands was, of course, not perma- 
L. A nt, the effect lasting about three to four weeks ; 


‘ the tremendous relief afforded the patient 


tranted repeated therapy during the hot 
thar 


9: 

rmat atients with moderate dermatophytosis re- 
B21 ed about three daily treatments to effect 


remission. The lesions usually cleared with- 
iurther therapy in a period of approxi- 
ly two weeks following the last treatment. 
en lesions were on the sides or webs of the 

‘It Was necessary to protect these areas 

healing occurred, because formaldehyde 
resis resulted in desquamation of the 


keratin laver over the diseased portions and 
denudation might occur as a result of the toes 
rubbing against each other in walking. This 
protection was readily achieved by instructing 
the patient to keep the involved toes separated 
with pledgets of absorbent cotton during the day. 

Formaldehyde by iontophoresis, however, was 
less satisfactory than cupric sulfate in the treat 
ment of severe lesions exhibiting extensive de- 
nudation. Formaldehyde was too caustic on 
open lesions, causing pain and an inflammatory 
reaction. Although a greater number of treat- 
ments were required with cupric sulfate, it caused 
little pain or inflammation and was therefore bet 
ter tolerated by the patient. It also proved advis- 
able in cases of severe infection to treat the 
secondary infection for the first two or three 


Fig. 2—The apparatus in use. 


days with applications of hot compresses, lancing 
the purulent vesicles and use of sulfadiazine 
by mouth (1 Gm. three times a day) before 
iontophoresis was begun. 

The cupric sulfate solution was also used suc- 
cessfully for the occasional patient who com- 
plained of severe pruritus following the use of 
formaldehyde and for 2 who did not respond 
to formaldehyde. ‘There were, similarly, 3 pa- 
tients not responding to copper sulfate whose 
lesions cleared with the use of formaldehyde. 
Two patients, for whom the diagnosis of fungous 
infection was doubtful, resisted both forms of 
therapy. 

Patients exhibiting severe chronic eczematoid 
lesions with phytid reactions on the ankles 
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Fig. 3—Hands and feet before treatment. 
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Fig. 4—The same hands and feet one month later, after three treatments with solution of formaldehyde. 
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is who had been therapeutic problems 
routine care responded to one or the 
ution. The number of treatments in 
p varied from five to seven with for- 
le, but the resolution was more rapid 
ind 4). 

roup with severe phytid reactions on 
- responded so well that they deserve 
| mention. Most of these patients had 
, under treatment for months without im- 

ment. The results appeared to be as good 
ith irradiation therapy, without the dangers 
the latter form of treatment. In some of 
« cases the diagnosis was doubtful because 
active lesions on the feet could be demon- 
ated, but in these cases there was as good 
sonse as in the cases of active infection of 


feet. 
or the group with phytid reactions, con- 
erable caution should be exercised in treat- 


Results of Treatment 


COM MENT 


It is doubtful that iontophoresis acts by fun- 
gicidal activity alone, since phytid reactions of 
the hands respond as well as active derma- 
tophytosis of the feet does. Iontophoretic treat- 
ment to the feet alone does not cause the 
disappearance of the phytid reactions of the 
hands as quickly as treatment to both hands 
and feet does. On the other hand, treatment 
of the hands alone will ameliorate the phytid 
reaction of the hands without affecting the 
lesions on the feet. The mode of action of 
iontophoresis is, therefore, unknown, except that 
it causes desquamation of the keratin layer over 
the diseased portions and leads to relatively 
complete cessation of sweating. 

Cupric sulfate is said to be a weak fungicide 
against those fungi found in association with 
dermatophytosis.* Formaldehyde is far more 


Average Time Average Time 


Average to Clinical to Clinical Average 
Number of Number of Improvement, Remission, Time of 
Severity of Disease Cases Treatments Days Days Hospitalization Failures 


A. With Formaldehyde 


\ vere & 3-4 ) 20 ie 5 

plicated hyperhidrosis 11 3 1 3 ° 0 
B. With Cupric Sulfate 

8 5 3 10 0 

6 2 6 1 


-atment of the feet has resulted in an exacerba- 
‘on, usually of minor severity of the phytid 
ions elsewhere. I have found that the most 
feacious method for ambulatory patients is to 
“at the phytid reaction for several weeks before 


the lesions on the feet early. Frequently 


lreatment of the feet at this time will usually 
lt in a minor exacerbation of the eruption 
. the hands, which can be easily managed. 
“spitalized patients were given treatment to 

hands and feet simultaneously, and the 
“re-up in the phytid reaction was allowed to 
“nits course in order to shorten the duration 
‘hospitalization. If the exacerbation is severe, 
‘is wise to discontinue treatment of the feet 
‘atime. The general principle that over- 
“eatment will result in an exacerbation of the 
“ytid reaction holds for iontophoresis, and one 
ould be guided by one’s judgment of the clini- 
al response in each case. 


potent. Whether or not formaldehyde iontopho- 
resis produces its effects by killing the fung1 
or by so altering their environment that their 
continued activity becomes impossible cannot 
be stated from this study. Further investigation 
by clinics equipped with laboratories capable of 
carrying out careful cultural studies is needed. 

My object was to find a method for treating 
dermatophytosis that would return men in the 
armed forces to full active duty quickly. 
Although many of the standard methods of 
therapy are fairly good, their effectiveness de- 
pends to a great extent on the ability and con- 
scientiousness of the patient in maintaining a 
program of constant treatment on himself for 
several weeks or more. In actual practice many 
patients in the armed forces will fail to per- 
severe in such rigid care of their feet. They 
will neglect to wash their feet and apply medica- 
tions twice each day. For such patients ion- 
tophoresis has a definite usefulness, since it 
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i the teet 1s attempted. 


requires little or no cooperation on the part of 
the patient. 

\ further advantage is that after the first one 
or two treatments the feet are no longer pain- 
ful and the patient can resume full activity 
without discomfort. In cases of moderate sever- 
itv aiter the feet have become dry, usually after 
the second or third treatment, the patient need 
he seen only at five or seven day intervals, re- 
ceiving further therapy if necessary. The heal- 
ing process continues without attendant care 
irom the patient or physician. 

Thus, the question of fungicidal activity was 
for my purposes largely academic. There is a 
clinical entity diagnosed by clinicians everywhere 
as “athlete’s foot.” lontophoresis of solution 
of formaldehyde or cupric sulfate is effective 
against this lesion and its phytid reactions, 
whether they harbor pathogenic fungi or not. 

Foot baths (without iontophoresis) in solu- 
tion of formaldehyde in 5 per cent or more 
concentration produce depression of sweat 
glands and have been used for many vears in 
the treatment of dermatophytosis. However, 
in my experience the effect of formaldehyde 
on the sweat glands was more lasting when the 
solution was given by iontophoresis and fewer 
treatments were required. It was also my im- 
pression that formaldehyde was more effective 
in the treatment of dermatophytosis when ad- 
ministered by the iontophoretic current, although 
] have no proof of this point. 


SUMMARY AND CONCLUSIONS 
Kighty-tive patients with epidermophytosis of 
all grades of severity were treated by the 
method of formaldehyde iontophoresis. The 
therapeutic response in patients whose disease 
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was of moderate severity Was prom 
fective. The solution proved to be t 
to be used in cases of severe infection: 
the lesions exhibited denuded surfac: 
Fourteen patients with uncomplicat: 
hidrosis were treated with three daily 
of solution of formaldehyde by iont 
with resulting complete remission of 
for approximately one month. 
Thirty-five patients with dermat 
were treated with cupric sulfate so! 
iontophoresis. The therapeutic response 


good in cases in which the severity of the disea. 


was moderate, but more treatments were 

quired to effect a remission than with the 

of formaldehyde. Cupric sulfate was well ; 
erated in cases of acute severe lesions exhibit 
denuded surfaces. The results of treat 
were good. 

[ontophoresis was successful in the treatm: 
of severe chronic phytid reactions when ot 
methods of therapy had failed. Treatny 
should be applied to the phytid lesions as 
as to the feet. 

No serious toxic reactions were encount 
in any of the treated patients. 

My results indicate that the judicious use 
formaldehyde and cupric sulfate iontophor 
produces a prompt clinical remission vi 
matophytosis in approximately 75 per cem 
cases. Data as to recurrences were not 
tained in most cases because of inahilit 
follow my patients for more than several wee 

Major I. Arthur Mirsky, Medical Corps, Ar 
the United States; Lieutenant Colonel |! 
Hudson, Dental Corps, Army of the United States 
Corporal William Erickson, Medical Depart 
ot the United States, gave valuable advice and 
assistance. 
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TRAVIS WINSOR, M.D. 


NEW 


the observations of Erismann? in 1875 
rate of diffusion of water through the 
breasts and palms, studies of diffusion 
dead human skin have been neglected 
rate of diffusion through toe nails has 

studied. In the study of insensible 
water through the body and especially 
the skin, it is important to know the 
ratio of water loss by diffusion through 
of various portions of the body and 
AND 


MATERIALS METHODS 


rate of diffusion was measured for dead skin 
ed from bodies within a few hours (one to twenty- 


isually three to four) after death. 


Only healthy- 
skin of well nourished nonedematous bodies 
The skins were collected from the following 


separate bodies: epigastrium of 9 different 


axillas of 5, plantar surfaces of 10, palms of 3, 


of the big toe of 5 others. In most instances 
samples of skin and nail were collected trom 
body. The causes of death of subjects varied 

hemorrhage, accident 


bly, including cerebral 


bile), pneumonia, hepatitis, postpartal sepsis and 


pulmonary tuberculosis. Occasional toe nails 
- skin were collected from amputated feet. 

ns and nails were brought to the laboratory 

nted on a brass cylinder as shown in figure 1. 
or nail was carefully prepared by the removal 


irgical scissors of all fat, fibrous tissue and other 


aneous and subungual tissue, leaving a relatively 


r the opening of the cylinder. 


ler surface. The skin or nail was then cut 
It was then placed 
opening of the cylinder (e) which contained 


tton and was filled with isotonic solution of 


hloride. This solution filled the cylinders so 
fluid rested against the deep surface of the skin 
The cotton below provided means for the 
keep in contact with the skin at all times, 
a decrease in the volume of fluid with evap- 
\ brass ring (b) covered with a film of stop- 
ise on the surface which came into contact 
skin was placed over the skin. Two pins 


| to the ring, 180 degrees from each other, were 


Fy 


the seventh report from this Laboratory on 
Physiology. 
the Department of Medicine, Tulane Univer- 
ical School and Charity Hospital. 

by a grant from the Rockefeller Foundation 
Helis Institute for Medical Research. 

mann, F.: Zur Physiologie der Wasserver- 
von der Haut, Ztschr. f. Biol. 11:1, 1875. 


ORLEANS 


slipped into loose-fitting holes properly placed in the 
top of the cylinder (¢). These pins prevented the brass 
ring and skin from twisting when the cap was screwed 
ito place. The threaded portions were greased with 
stopcock grease. This tightly sealed a diaphragm of 
skin or of nail of 2 sq. cm. in area over the brass cylin- 
der. This permitted loss of water only by diffusion 
through this known surface area of the skin or nail. 
Once the section of skin was in place the seal was kept 
intact, and the skin was not touched throughout all 
subsequent weighings. The skin or nail mounted on 
the cylinder was placed in a room brought to the 
desired temperature and relative humidity and allowed 
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Fig. 1. 
the measurement of the diffusion of water through dead 
skin. See text for details. 


-~\ diagram of the brass cylinders used for 


to dry for two to three hours. The metal cylinder with 
the tissue in place was weighed on an analytic balance 
to an accuracy of 0.1 mg. After a period of from a few 
minutes to twenty-four hours, usually four to five hours, 
the unit was weighed again. This was repeated several 
times for at least two successive days. Any loss in 
weight represented water lost by diffusion through the 
skin or toe nail. The temperature and relative humidity 
of the room were varied to produce a cool comfortable 
room or a hot and uncomfortable one. The absolute 
values of these are shown in figure 2. Some of the cylin- 
ders with skin or nail mounted in place were put in front 
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of an ordinary electric fan at the various room tempera- 
tures and humidities in order to learn the influence of 
air currents on the rates of diffusion. 

Some cylinders were filled respectively with whole 
blood, isotonic solution of sodium chloride and dis- 
tilled water, with their surface exposed directly to 
the atmosphere. 

In another study a piece of intact epigastric skin 
was placed over the cylinder and studied as previously 
described. Its corneous layer was then removed by 
gentle scraping and the rate of diffusion restudied. 

One area of epigastric skin was observed continuously 
for sixty-one days under varying room conditions. 


| 


diffusion of water as well as did an 
temperature. A change in the humi 
atmosphere did not produce as pro: 
influence on diffusion as did changes i: 
ture or air currents. An increase in the | 
of the air decreased the rate of diffusi 
Diffusion of water occurred much m 
through epigastric skin with its corner 
moved than through intact skin (fig. 2 
rate was much more rapid from uncover 
blood, isotonic solution of sodium ch] 


Comfortable (23.9 + 26 c. and 697+ 24%) 


Hot (34.9+ 50 Gand 50.2+ 20%) 

#8 Comfortable and Fanning (240+ 26 Cand 692+ 24%) 
Hot and Fanning (33.0+ 2.2 Cand 576 + 6%) 

=} Comfortable (255 C.and 78% R.H) 
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Fig. 2—The rate of diffusion of water measured at various room conditions through skin from va! 
portions of the body, including toe nails and intact epigastric skin immediately before and after denudatic: 
(removal of the corneum) and also from uncovered surfaces of fluids. The rate of diffusion of water throug 
the epigastrium and the uncovered surfaces of fluids shown to the left of the figure were measured simu! 


ously under similar room conditions. 


Many observations were made of each skin or nail 
for each room condition. Several hundred measure- 
ments were made in all, much too many to be presented 
in detail. 


RESULTS 


The results are summarized in figures 2 and 3. 
The absolute values are shown in the figures. 
The rate of diffusion of water through the epi- 
gastric skin was found to be much slower than 
that through any of the other skins or the toe 
nail. Diffusion of water took place most rapidly 
through the skin of the plantar and palmar sur- 
faces. It occurred through the toe nail at a rate 
about equal to that through the plantar and 
palmar skins. Fanning increased the rate of 


- 


Days after skin kept alroom and warm temperature 
(75t LE w 55+ 3%) 


Rate of di (mg /semYomin ) 


Fig. 3—Variations in the rate of diffusion 
through a sample of skin from the epigastriun 
continuously for sixty-one days. The room dition 
were: temperatures, 24 + 2 C., and relative humcty 
69.2 + 20 per cent. 
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RCH-WINSOR—DIFFUSION OF 


«led water (these fluids are listed in an 
vending order of the rates of diffusion of 
ser) than through epigastric skin (fig. 2). 

3 shows the influence of time on the 
biting influence of skin to diffusion of water 
ugh it. The rate of diffusion changed little 
-the first two weeks; then it increased about 
“ee times, remaining at this level for the next 


-, weeks. The rate of diffusion of water 


-ugh this skin was still much slower than 
through fresh plantar and palmar skin, toe 
sor the aforementioned uncovered fluids even 
-one days after death. 


COM MENT 


The observations indicate the great faculty 
sessed by human skin to inhibit diffusion of 
aer, This is in keeping with observations in 
evious studies.- This property resides mainly 
the corneum, as shown again in these studies. 


"xe cylinders containing whole blood, isotonic 


ition of sodium chloride and distilled water 
t water at a rate greater than three hundred 


mes that through epigastric skin. 


The greater rate of water loss by diffusion 
rough skin of the palms, soles and the toe 


ils is difficult to explain. The chemical and 


e histologic constitution of the entire skin and 


‘the corneum, in particular of the palms and 


es, are different from those of epigastric skin. 
w such differences might explain the striking 
ferences in the rates of diffusion of water is 


nsmown. The relative proportions of alpha 


beta keratin in these tissues has not been 
termined; in fact, the physicochemical nature 
in is a much neglected aspect of biochemis- 

the more rapid rate of diffusion of water 


Z Burch, G. E., and Winsor, T.: Rate of Insen- 
e Perspiration (Diffusion of Water) Locally 
rough Living and Through Dead Human Skin, Arch. 
Med. 74:437 (Dec.) 1944. (b) Winsor, T., and 
G. E.: Differential Roles of Layers of Human 
gastric Skin on Diffusion Rate of Water, ibid. 74: 
Dec.) 1944. 


WATER THROUGH SKIN AND NAILS 4] 


through the skin of the palms and soles probably 
keeps these areas of skin slightly moist, thus 
facilitating the grasping of objects and walking. 
The difficulty one has in grasping objects 
securely when the palmar skin is dry is well 
known. 

The epigastric skin studied for sixty-one days 
showed the prolonged efficiency of dead skin in 
the inhibition of diffusion of water. The fact 
that it changed little, even though pronounced 
digestive changes were noted in the underlying 
layers while the corneum merely wrinkled, is 
further proof that the corneum is the layer 
mainly responsible for the inhibition of the dif- 
fusion of water. The corneal layer is composed 
of dead cells even in intact living skin and 
therefore changes relatively little for several 
weeks after death. This layer has also been 
shown to be mainly responsible for the inhibition 
of diffusion of water in living intact skin.*” 

The applications of these findings in health 
and in disease are obvious. 


CONCLUSIONS 

Our data support the following conclusions : 

1. Diffusion of water occurs least rapidly 
through the skin of the epigastrium, most rapidly 
through the skin of the palms and soles and at 
a moderate rate through the skin of the axilla. 

2. The rate of diffusion of water through the 
toe nail is essentially the same as that through 
the skin of the palms and soles. 

3. Skin is an excellent barrier to the diffusion 
of water from the body, the corneum being the 
principle inhibiting layer. 

4. Increases in temperature or air currents 
are especially effective in increasing diffusion, 
while changes in humidity of the air influence 
the rate of diffusion to a less extent. 

5. Skin will retain its inhibiting influence on 
diffusion for many days (at least sixtv-one days) 
after death provided the corneum remains intact. 


We were assisted in these studies by M. G. Morgavi. 
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THE ADRENAL GLANDS IN PEMPHIGUS VULGARIS 
REPORT OF A CASE 


JOSEPH W. GO 


NEW 
In a previous paper! the literature on the 
pathologic changes of the adrenal glands in 


pemphigus was reviewed, and the findings in 6 
cases at New York City Hospital were 
presented. Progressive severe destructive changes 
found all 
of the lesions 


seen 


with subsequent cirrhosis were in 


cases, the acuteness and extent 
corrseponding to the duration and severity of 

Since that time I have been able to 
adrenal glands in another case of 


the disease. 
study the 
pemphigus, and the findings were so unusual that 
| shall now present them. 


Nodules of cortical celis of the left adrenal 


Fig. 1.- 
18 


toxylin-fuchsin-Mallory stain. 
CASE 


REPORT OF 


History.—A 34 year old Jewish woman was admitted 
to the hospital with a five to six months’ history ot 
generalized bullous lesions which had extended to the 
oral mucosa, producing severe pain, nausea and dys- 
phagia. Intensive therapy with vitamin D_ (100,000 
units a day) did not help, and despite the addition of 
penicillin, the patient grew rapidly worse. Three days 
after institution of therapy with adrenal cortical ex- 


From the Laboratory of Pathology, City Hospital, 
Welfare Island, Department of Hospitals, New York. 

1. Goldzieher, J. W.: The Adrenal Gland in Pem- 
phigus Vulgaris: Report of Six Autopsies and Review 
of the Literature, Arch. Dermat. & Syph. 52:369 ( Nov.- 
Dec.) 1945. 


LDZIEHER, M.D. 
YORK 


a day) and vitamins given 
to 


tracts (10 to 15 cc: 
terally, the temperature 
patient, who had appeared moribund, showed cd 
The again 

after penicillin was discontinued, but the lesions 
Cortical extract was gradually re 


Thereait 


the course was progressively downhill, and alt! 


normal, at 


dropped 


improvement. temperature rose 
tinued to heal. 


and discontinued entirely after eight weeks. 


large doses of penicillin were given, the tempe: 
and vomiting appeared 
months the 


rose steadily, anorexia 
death 


of the disease. 


occurred about twelve after 


Autopsy.—Permission was granted for examinati 
The right adrenal gland was 


ot the adrenals only. 


gland embedded in rather fibrous areolar tissue. Hen 


its usual position; it was soft and about a third 
the usual size. The cortex was less than a millim: 
in thickness and of a brownish color with a deli 
peripheral No hemorrhage 

found. The left gland was absent, and in its pla 
there was some rather fibrous perinephric fatty tis 
in which a few yellowish nodules, up to 2 mn 


att 
zone. 


vellow gross 


diameter, were embedded. 

Microscopy.—The fat tissue surrounding the 
adrenal gland was hyperemic. The capsule was ir 
thickened and sent strands of connective tisst 
Considerable hemat 


ularly 
down into the parenchyma. g 
nous pigment was present, and occasional small n: 
of cortical cells lay within the capsule itself. 
parenchyma of the gland was collapsed, and there 
thick scars in the deeper | 


numerous fibrous la 
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Beneath the capsule there was occasionally a thin layer 
of collapsed, pyknotic cells still faintly 
spongiocytes. In many areas there was fresh hemorrhage, 
there 


resembling 


in others hematogenous pigment. Elsewhere 
were small subcapsular nodules of hyperplastic cortical 
cells which, though deeply stained, showed acute degen- 
The major portion of the gland con- 


material 


erative changes. 
sisted of deeply staining 
shadowy outlines of the architecture near the periphery 
but becoming completely homogeneous toward the cen- 


necrotic showing 


Fig. 4.—Organized thrombus in the lumen of a vein 
within the necrotic zone. Hematoxylin and eosin stain. 


90. 


ter. In this mass there were occasional clumps ot 
bacteria, and in one place the walls of a vein were 
still discernible. Within the lumen of this vessel 
were the outlines of an organized thrombus (fig. 4). No 
medulla could be seen in any of the sections. 


The areolar tissue from the leit side showed 
dense scars containing a little blood pigment and 
sional isolated nests of cortical cells. Near the ¢ 
areas were more or less well encapsulated nodu 
cortical tissue. Most of the cells within these n 
were fairly large; their cytoplasm stained inte: 
mitoses were frequent. Rarely a few 
were seen, but for the most part the evenly staine 
showed acute degenerative changes in all stage- 
some of these nodules there were fresh hemor: 
in others, small fibrous scars. <A sym} 
ganglion nearby showed no changes. 


spong! 


large 


COMMENT 
The sequence of changes here appears 

clear. There was congenital malformation 
the left adrenal gland, which was represent 
only by some scattered nodules of cortical tiss 
which were highly inadequate from the functio 
point of view. On the right side, the maj 
portion of the gland had been destroyed by 
thrombosis of not too recent date. The peripher 
tissue showed both acute and chronic degener 
tive changes with fibrosis and some evidence 
nodular regeneration. Judging from the hist 
logic picture, there was really no functional co: 
tex left; the medulla had been entirely destroy 


SUMMARY 


In a patient with pemphigus vulgaris, 
during a period of therapy with adrenal corti 
extracts showed good response but who di 
after discontinuation of treatment, there w 
found at autopsy a congenital malformation 
the left adrenal gland and extensive destructir: 
of the right gland. The pathologic process \ 
similar to that described in detail in a pre 
publication." 
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ees Abstracts from Current Literature 
Epitep BY Dr. HeERBertT RATTNER 
te: 
BIO 
ed ce OCAL CHEMICAL PROPHYLAXIS OF EXPERIMENTAI 2. The pyogenic dermatoses are important causes ot 
S\PHILIS WITH PHENYL ARSENOXIDES. Harry prolonged disability, especially if they are neglected and 
EAGLE, B. Hocan and FLEISCHMAN, become well established. Sulfonamide ointments should 
“ \m. J. Syph., Gonor. & Ven. Dis. 28:661 (Nov.) not be used. 
1944, 3. Patients with eczematoid lesions particularly on 
trivalent arsenicals (phenyl arsenoxides) were hands, feet and groin cannot be treated on an ambulatory 
lied with respect to their prophylactic activity in basis. 
t syphilis. Five-tenths cubic centimeter of solutions 4. Therapeutic agents such as sulfonamide compounds, 
ul! the various arsenicals and propylene glycol were arsenicals, quinacrine hydrochloride and quinine should 
on hed for four minutes on a superficial incision in the be withheld or given with caution to patients with cu 
ay it Varying intervals before and after its inocula taneous diseases which might be caused by sensitization 
rf n ith a suspension of Treponema pallidum (Nichols to drugs. 
USS containing 10,000,000 organisms per cubic centi- 5. So far as possible, ulcerative lesions should b 
tor considered on an etiologic basis. 
maj the compounds were found to be effective and 6. Heavy ointments and pastes, occlusive dressings 
by ximately nm proportion to their direct trepone- and preparations containing more than 3 per cent sali 
rhe OF the cylic acid are not well tolerated in the tropics. 
ssary to protect half the animals treated four hours 
Ner ‘er inoculation varied from 0.06 to 0.15 per cent im the es etiologi role should 
45 emphasized, because it leads to failure to consider other 
etiologic factors, such as pyogens, contacts, psycho 
se of the least active compound. 
Sri e effect of the p-CONHz2 phenyl arsin oxide, and somatic factors and other endogenous drug and food 
t cor mably of the other arsenoxides tested, was due to allergens. STRAKOSCH, Denver. 
Ove lirect treponemicidal action on the organisms in the 


n itself and not to a systemic effect. 
e stability of the selected compounds, the intervals 


trations and the absence of local irritative effects at 
rty se concentrations, all offer promise that some of these 
unds may be of value in the prophylaxis of the 

me disease in human beings. 


was RevuteR, Milwaukee. 
n 

reiee MATOLOGICAL PROBLEMS IN TROPICAL THEATERS. 
Editorial, Bull. U. S. Army M. Bull. 4:299 (Sept.) 


Wa 1945. 


This article briefly outlines the salient features of 
erience accumulated during this war and does not 
iss the exotic tropical dermatoses. The following 
matologic diseases have been outstanding : (1) eczema- 
lermatitis with secondary pyogenic infection; (2) 
atypical lichen planus syndrome characterized by a 
bination of eczematous plaques and hypertrophic 
laceous lichenoid lesions; (3) bullous impetigo; (4) 
erative pyogenic lesions; (5) superficial fungous in- 
tions; (6) contact dermatitis due to the sap of 
rious trees; (7) cutaneous diphtheria; (8) miliaria; 
furunculosis, and (10) acne vulgaris, seborrheic 
rmatitis, psoriasis, atopic dermatitis, and all forms 
localized eczema, which tend to become worse in 
t humid climates. 
[he following general principles of dermatologic diag- 
s and treatment were found to be important in the 


ron) 


Overtreatment with irritating and sensitizing drugs 
s more disability than the primary diseases. In 
‘ticular, tincture of iodine, Fraser’s solution (salicylic 
1, benzoic acid, tincture of iodine and spirits of 
ior), sulfonamide ointments, strong salicylic acid 
rations and ointment of benzoic and salicylic acid 
y medication which causes even a questionable 
rbation should be discontinued immediately. 


\n INTRADERMAL REACTION AS AN AID IN THE DIA 
NOSIS OF GRANULOMA INGUINALE. B. A. KorNpeitH, 
New’ York State J. Med. 44:2476, 1944. 


The test material is prepared in the following manner 
\ fair-sized piece of tissue is removed and triturated in 
a small amount of isotonic solution of sodium chloride 
in a sterile mortar. After proper dilution it is bottled 
and heated at 60 C. for two hours on one day and left 
in the refrigerator over might. It is heated at 60 C. for 
one hour on the following day. After being tested fo1 
sterility it is ready for an intradermal injection of 0.1 
cc. The result is observed in forty-eight hours. Ii 
negative, there is no reaction; if positive, a tender nodule 
with an erythematous halo of variable size will appear. 


RAPID PLAN FOR TREATMENT OF EARLY SYPHILIS FOR 
OrFicE Practice. A. B. CANNon, J. K. FISHER 
and L. WeExLER, New York State J. Med. 44:2571, 
1944. 


After a review of the subject of intensive treatment 
of early syphilis, two plans are described. The first, 
the twelve day treatment consists of two daily intra- 
venous injections of oxophenarsine hydrochloride (a 
total of from 1.2 to 1.68 Gm., according to the patient's 
weight) and 100 mg. of bismuth twice a week. The 
second, the daily or clinic plan, consists of daily (five 
days) syringe injections of arsphenamine or of oxo- 
phenarsine hydrochloride for twenty days. These plans 
are specially devised for use by the general practitioner 
in the treatment of primary and secondary syphilis in 


ice practice. 
office practic RONCHESE, Providence, R. I. 


PowDERS AND CaApsuLes. Harry L. Purdue 
Pharm. 22:39 (Dec.) 1944. 


In the compounding of prescriptions for powders, 
difficulties often occur because of the presence of solid 
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substances which liquefy when triturated together or 
q moisture-absorbing drug. 


result of the 


because of the presence of a 
Sometimes trouble is encountered as a 
prescribed ingredients. 

Some of the commonly used materials which liquefy 
in the presence of each other are menthol, camphor, 
phenol, thymol, phenyl salicylate, chloral hydrate, re- 
sorcinol, chlorobutanol, pyrogallol, acetanilid, beta- 
naphthol, antipyrine, acetophenetidin, sulfonmethane. 
sulfonethylmethane, aminopyrine, salicylates, ethyl car- 
bamate and urea. Such substances are generally re- 
terred to as “eutectics.” 

In the past, lactose and starch have been used ex- 
tensively for preventing liquefaction in powder mixtures. 
Sometimes heavy magnesium oxide, light magnesium 
oxide, magnesium carbonate and purified talc are used. 
It has been demonstrated from experimental work on 
both eutectic and deliquescent substances that light 
magnesium oxide and magnesium carbonate yielded the 
best results of any of the powders aforementioned. 
Heavy magnesium oxide and purified talc gave the next 
best results, while lactose and starch give the poorest 

For substances which liquefy readily when triturated 
together, it 1s better to triturate them together first, 
obtain the liquid and then adsorb the liquid by the use 
of either bentonite or kaolin. Bentonite is a much better 
adsorbing agent than kaolin. Both are practically inert 


chemically. 
RATTNER, Chicago. 


OBSERVATIONS ON SCABIES AT THE St. PANCRAS BATH- 
ING CENTER. M. G. GEFFEN, Brit. M. J. 2:825 
(Dec. 23) 1944. 


During 1943 the author treated 1,136 school children 
with new cases of scabies, 201 children of preschool 
age and 442 adults by having benzyl benzoate painted 
on by a trained personnel at a clinic. Seventeen per 
cent of the school children returned to the clinic with 
recurrences. Among the adults and younger children 


8 per cent returned with active scabies. 
Investigation of the 52 recurrences in the latter 
group revealed that 22 occurred in families in which 


some contact had not been treated; 10 more patients 
knew that they had been in contact with scabies outside 
their homes while the 20 remaining could give no 
information. revealing any source of reinfection. 

Owing to a failure in the boiler system it was found 
impossible to give the usual preliminary bath to the 
school children attending for treatment. It was inter- 
esting to observe that there was no falling off in the 
cures during or soon after this period. 

Scrubbing the skin to open burrows and lesions has 
been abandoned, the only apparent difference being that 
children with secondary sores no longer suffer as they 
did under this infliction. Children under 12 months of 
age were treated with ‘“Marcussen’s ointment.” 
Experience has shown that recurrent scabies is a disease 
caused by dirt and that treatment at home frequently 
tails. 


BISMUTH THERAPY IN JAUNDICE DURING ANTISYPH- 
ILITIC TREATMENT. J. R. Forses, Brit. M. J. 2:852 
(Dec. 30) 1944. 


The author attempted to determine whether the con- 
tinuation of injections of bismuth preparations mate- 
rially delayed recovery of hepatic function in cases of 
jaundice due to therapy. 

One group of patients received intramuscular injec- 
tions of bismuth; the other did not. Arsenicals were 
not given to either group while jaundiced. In all other 
respects the groups were comparable. 


OGY AND SYPHILOLOGY 

The Quick hippuric acid excretion test was em; 
as a test of recovery of hepatic function. The 
strongly suggest that bismuth does not retard rr 
of hepatic function and support the view that | 
therapy should be continued in the presence of 5 
of this nature. 


DERMATITIS FROM ARMY SPECTACLES WwW. ( 
TAYLOR AND A. G. FerGusson, Brit. M. J. 2:4 
(July 14) 1945. 


The authors report on 6 persons having a dert 


after nickel-tramed Investi 
showed that nickel-silver alloys were the caus 
The satisfacto1 
tion of the problem was to ¢ 
attach a 


wearing spectacles 


specific hypersensitivity most 
hange to gold 


frames or to protecting water or 


to the frames. 
Otitis EXtTerna. J. F. Buirrecr, Brit. M. J. 2:s 
(July 21) 1945. 

On the basis of nearly 1,000 cases of otitis « 
observed in the army, the author makes a numbe: 
recommendations. Meatal congestion may be cause 
(1) irritants which enter the meatus from the 
ear, (2) the natural secretions of the meatus, (3 
tants entering the canal from the outside, (4) gene: 
conditions predisposing to cutaneous infections 01 
local or general allergy. In this series Pseudon 
pyocvanea was the predominant organism in_ near 


every case in which bacteriologic studies were 

The prognosis in any attack of otitis externa was g 

In 60 to 70 per cent of the cases there was healing 
within a week. However, relapses were common, a! 
frequent recurrences or lack of early treatment led 1 
chronicity, which, once established, made the disea: 
almost impossible to be cured. Treatment is based 
two procedures: first, the thorough cleansing fro 
the meatus of all particles of discharge, and, secor 
the application of lotions to the inflamed meatal wal 


Drugs should be appfied on wicks of ribbon gauz 
painted on by means of wool-tipped wire prob: 
Cotton should not be used. In the acute edemat 


cases the author prefers ichthammol (10 per cent 
hypertonic solution of sodium chloride. He re 
mends ichthammol (10 per cent) in glycerin to be us 
after forty-eight hours of treatment until there 1s 
further exudation. At this point, silver nitrate (1 
cent) or an alcoholic solution (1 per cent) of § 
violet medicinal should be used to harden the meat 
skin. 

Associated dermatitis of the best 
with ammoniated mercury (1 per cent) in paste 
oxide applied on spreads and moulded to the 
Penicillin is of little value, since in most cases the 
ease is caused by a mixed infection. 

The patient is instructed not to scratch the ea 
however itchy, and not to let water enter the meat 
Sea bathing is forbidden. 


12 


auricle is 


during washing. 
SHAW, Chattanooga, T: 
Stupy OF GAEHTGENS’ PALLIDA k 


WASSERMANN AND KAHN REACT 
Acta dermat.-Venereol. 21:2/° 


A COMPARATIVE 
TION WITH 
T. CHING-CHIEN, 
(July) 1940. 


A comparative study was made on the sensitivity 
specificity of the Gaehtgens pallida complement fix 
reaction with use of an antigen made of an emuls! 
of dead Treponemia pallidum in 0.3 per cent s 
of phenol in isotonic solution of sodium chlorid 


| 


ntimate contact with the 


ng connective tissue 


it esults in 20 ses Of 

415 ases Of s diseases tiie 

1 origu In the 202 cases of SV] 
gens reactor! is ositive in 92.4 pr cent 
\Wasserm: t is positive in 74.7 per 
the Ka eact in pre cent 

s test detect sitive cactions is 
tt egatively to | nand Wasser nn tests 
iN test t ) SItiVeE eactions 

\ reacted negatively to Gaehtgens and 
tests In the nonsyphilitic serums three 
S1t1V« eactions were elicited by the Gaehtgens 


rteen by the Kahn and none by the Wasserman 


lemonstrated that the Gaehtgens 


eaction 1s more sensitive and less specific thar 


uded table 


ssermann reaction but less sensitive and more 


than the Kahn reaction. 


Basar CELL EPITHELIOMA \. Maps 
1941, supp. 7. 


daermat.-venereol., 


1 


eans of horizontal serial sections (in 10 cases ot 


ial basal cell epitheliomas) involving sixteen 


te sections of tissue, the author presents a new 


of the origin of these lesions. 


reparing these sections of tissue the excised por 
skin was stretched across ‘a plane piece of wood, 
in this position in 40 per cent solution of formal 


vde and then embedded in either paraffin or celloidin. 


sections of the tissue were then made horizontal 
surface of the skin. The paraffin in sections were 
S to 10 microns thick, while the celloidin sections 
from 14 to 20 microns. All sections were stained 
ematoxylin and eosin. These were then studied 
lastic reconstructions and projection drawings 
the developed superficial basal cell epitheliomas 
d the same structure. There 1s a peripheral band 
oplastic tissue which is either continuous or broken 
mparatively short interstices. Within the confines 


his peripheral ring are clusters of tumor parenchyma 


are either isolated or continuous with each other 
ith the concave border of the peripheral ring 
tically all portions of the tumor parenchyma are 
epidermis, which within 
der of the epithelioma lacks the normal inter 
iry processes or ridges. The depth of the tumor 
) 


> to 0.38 mm., and the width 1 to 2 


not exceed 
The cells in the 
ow signs of degeneration, and young connective 
is seen growing inward between the cancer cells 

with an infiltrate of lympho 

stroma of the tumor, 


inner curve of the peripheral 


and plasma cells form the 

collection of polymorphonuclear leukocytes im 
tely beneath the ulcerations. Considerably in 
d melanin deposits were found in the neoplastic 
stroma and normal basal cells immediately sur 
ing the edge of the tumor, while the thinned ep1 


s covering the tumor showed little or no pigment 
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IN HISTOPATHOLOGY OF 
THE SKIN 


Phe tollowing course for formes 


COURSE 


medical ofticers 


Whose training Dermatology was interrupted by 
military service will be available at the Columbia Umi 
of Physicians and Surgeons, New York 
By Dr. Gerald | 


versity College 

HISTOPATHOLOGY OF THI 
Machacek 

The course will consist of three hours of lectures and 
six fours of laboratory work per week and will be 
given on Monday, Thursday and Friday from 
p.m. from April 1 to May 31, 1946 

Enrollment will be limited to ten students 

The fee is $100 

Further information may be obtained from the Dean, 
Columbia University ‘College of Physicians and Sun 


New York 32; N. ¥ 
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GENERAL NEWS 


American Board of Dermatology and Syphi- 
lology; Change in Date of Examination.— The oral 
examination for both A and B candidates will be held in 
San Francisco on June 28 and 29. The written exami 


nation tor group B will be held on April 22. 


The closing 
date tor appheations is March 1 

<amination will be held 
at the place of t 


American Academy of Dermatology 


It is probable that a second « 
December, about the time and hie 


next meeting of the 


and Syphilology. 


DEATHS 
Dr. Alfred Potter died at his home in Brooklyn on 
Dec. 27, 1945 
Dr. Harry Bailey died suddenly at 
ford, Conn., on Jan. 19, 194¢ 


s home in Hart 
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Society Transactions 


HAWAII DERMATOLOGICAL SOCIETY 
James T. Wayson, M.D., President 7 


Harry L. Arnoip Jr, M.D., Secretary 


June 3, 1944 


Lupus Erythematosus Superimposed on a Nevus. 
Presented by Dr. M. JOHNSON. 


J. D., a 30 year old Filipino, was first seen on 
June 1, 1944, with a bright red elevated verrucous scaly 
lesion located in a curved scimitar-like smooth brown 
lesion, which has been-present since birth. The birth 
mark suddenly became rough and scaly about one year 
ago. The lesion is aggravated by exposure to sunlight, 
as evidenced by burning, itching and swelling. The 
lesion is sickle shaped and about % inch (1.3 cm.) in 
width and extends from the right supraorbital area 
upward into the scalp. There are scaling and follicular 
plugging. The blood was normal, except for 5 per cent 
eosinophils. There was no leukopenia. 

Biopsy Report (Dr. I. L. Tilden).—The sections are 
characterized by parakeratosis and sharply outlined 
patches of cellular infiltrate in the corium. The epi- 
dermis in certain fields is somewhat atrophic, and the 
hair follicles are moderately dilated. The infiltrate is 
polymorphous in character, with lymphocytes predom- 
inating. The histologic features are somewhat sugges- 
tive of lupus erythematosus, although the parakeratosis 
is against this diagnosis. 


DISCUSSION 

M:C., A.U.S.: ‘think 
nevus because of my 
case and partly 
that it is 


Capt. HERBERT LAWRENCE, 
that this disease is a verrucous 
previous experience with a_ similar 
because of the histologic structure. I feel 
not lupus erythematosus. 

Lieut. Harry Katz, MC-V(S), U.S.N.R.: I think 
that the lesions on the right auricle strongly support a 
diagnosis of lupus erythematosus. I suggest a biopsy 
of one of these. 

Dr. Harotp M. JoHNson: The sudden onset of 
erythema and scaling and the dilatation and plugging 
ot the follicles lead me to think that the disease is lupus 
erythematosus. The lesion is also aggravated by ex- 
posure to the sun. 

Dr. Harry L. Arnotp Jr.: What did the original 
nevus look like? 

Dr. Harotp M. Jonnson: The patient described it 
as a typical linear nevus, smooth and brown, prior to 
this change. 

Dr. Harry L. Arnoip Jr.: I agree with the diagnosis 
as presented. 

Dr. James T. Wayson: I think that the disease is 
lupus erythematosus. 


7 Dr. 


Wayson died Jan. 17, 1945. 


Pemphigus Vulgaris. Presented by Dr. Ha 


ARNOLD Jr. 

Y. Y., a 52 year old Japanese man, was first 
on April 3, 1944. He had had sores on the gum: 
in the mouth for a year, and during the past mont 
had begun to have cutaneous lesions as well, first 
scalp and later all over the body. These wer: 
ciated with considerable itching and burning. He | 
sented a nearly universal eruption, consisting of fla 
superficial blebs 2 to 30 mm. in diameter, rising 
uninflamed skin and usually rupturing readily and 
coming covered with a foul-smelling crust. Nik 
sign, slipping at the dermoepidermal junction, cou! 
be demonstrated but subsequently could be elicit: 

The sedimentation rate was 26 per cent at on 
(normal 0.5 to 4 per cent); the Weltmann coagu! 
band was 7, and tell to 4 a week later, where 
mained for some four weeks. Examination of the b! 
showed mild secondary anemia and 2 per cent eosi 
phils. Kolmer Wassérmann and Fagle_ reactions 
the blood were negative. 

Histologic section of a bleb showed it to occuy 
epidermis itself, with a thin layer of distorted hyd: 
prickle cells and basal cells beneath it. The ves 
contained a number of similar hydropic cells, a nun 
of eosinophils and, in addition, two coherent masses 
sebaceous gland material. The latter appeared to | 
been discharged into the vesicle in a most remarkat 
manner, at a point where the vesicle itself extend 
irom its situation in the epidermis down the wall oi 
hair follicle right to the sebaceous gland orifice. 

The patient was hospitalized and given sulfadiazi 
plus hypodermic injections of solution of sodium ars 
nate. After five days of treatment with sulfadiazi 
he was much worse, and albuminuria and hematu 
had developed; so use of the drug was stopped. | 
April 14, 1944, treatment with acetarsone was begun 
a dosage of 0.1 Gm., three times a day; at this | 
the patient was much worse than at any previous tin 
The drug was given three days out of every five, a! 
on the twelfth day the dose was increased to 0.6 
daily. On the thirteenth day the patient was percept! 
better, and by the fifteenth day of acetarsone thera; 
he was definitely improving. On the seventeent! 
(May 1) the dose was increased to 0.75 Gm., 
before breakfast daily for three days out of five 
by May 5 he was so much better that his recovers 
anticipated and he was given a series of blood tran: 
fusions to combat his secondary anemia. The \\' 
mann band had returned to 8, and it subsequentls 
mained at that level, suggesting fibrosis, healing 
cessation of exudation. He has had about two 
ot Oppenheim’s recommended total dose. 

Note.—The patient began to relapse about | 
and died on July 15. Autopsy showed only mo: 
bronchopneumonia. 


Pemphigus Vulgaris. Presented by Dr. Har 


ARNOLD JR. 
A. C. A., an 80 year old white business executiv: 
retired, was first seen on Oct. 13, 1943, becaus 


what had been thought to be a severe fusospiro 
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tis of about four months’ duration. He had 
ned at irregular intervals of irritation of the 
and of hoarseness on occasion, for at least 
ears. When he was seen he presented two or 
| defined erosions on the palate and near them 
‘t bulla, roughly 1 by 2 cm. and nearly 0.5 cm. 
yithout redness. A multiple puncture vaccina- 
gainst smallpox was performed, and primary 
resulted, but the lesions continued to appeat 
isual rate of one every week or so 
rregular intervals, a transitory bleb would develop 
an arm or hand. Vesicle fluid from one of these 
ed 33 per cent neutrophils and 12 per cent eosino 
polymorphonuclears; the blood at the same time 
| only 6 per cent eosinophils. The sedimentation 
as subnormal (1.25 per cent), and the Weltmann 
lation band was 8 (right shift). Since Nov. 24, 
43, the patient has been receiving injections of sodium 
nate, 1 cc. of a 2 per cent solution by hypodermic 
n twice a week. The lesions in the mouth slowly 
smaller, more transitory and less frequent on 
regimen, but occasional isolated cutaneous lesions 
ied to appear. In February 1944, the dosage 
ncreased to 1.5 cc. twice a week, and in April 
44, it was decreased by half, to 1.5 cc. once a week 
May 10, 1944, a bleb on the hand was partially 
| tor histologic study. It showed a vesicle which 
pied the lower half of the epidermis, roofed by thin 
iermis and floored by only a few scattered hydropic 
jermal cells. The corium immediately beneath 
ved rather abundant polymorphonuclear and lympho 
infiltration with numerous eosinophils. 


DISCUSSION OF THE TWO PRECEDING CASES 


Dr. Harry L. Arnoip Jr.: I am curious to know 
ether any one here has seen enough cases of pemphi- 
in remission to have an opinion regarding the 
bable length of the remission. 
Lieut. Harry Katz, MC-V(S), U.S.N.R.: I have 
n cases in the New York City Hospital which lasted 
as long as seven years, but I do not recall that 
re was anything consistent about the duration oi 


nissions. 
Dr. Harry L. ArNotp Jr.: I presented the first 
e partly because it is an interesting example of an 
arent therapeutic response to acetarsone and partly 
use pemphigus appears to be remarkably rare in 
vali. Dr. Wayson tells me that in fifty years of 
tice here he has seen only 2 cases of pemphigus 
garis; 1 of the patients was a white woman and 
Hawaiian woman. Both died. 
1OR GERARD De Oreo, M.C., A.U.S.: In regard 
second case, I think that the history of repeated 
s of relatively painless bullae in an aged person is 


nsistent with the diagnosis of pemphigus. I should 


ept that diagnosis, particularly in view of the typical 


stologic picture. 


Harry L. ArNnoip Jr.: Is acetarsone too danger 
drug to be used in a case of this sort? 
Major Gerarp De Oreo, M.C., A.U.S.: I think so. 
ild not use it for a man doing as well as this one 
In regard to the first case, that of the Japanese 
I suspect that he is going to have a remission, 
may last for weeks or months. Whether to con- 
the acetarsone or not is a question. I suggest 
ng it for his next relapse. 
TOR SOLOMON GREENBERG, M.C., A.U.S.: It has 
my impression that oral lesions in pemphigus indi- 
bad prognosis. The second case, therefore, is 


rticular interest because, in spite of oral lesions, 
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the patient is having only a mild form of the disease. 
In those cases which I have seen which began with 
lesions in the mouth, and I recall 2 at the moment, the 
patients had a severe spread of the eruption on the body 
some weeks afterward and died several months after the 
onset of the oral lesions. 

Pityriasis Rubra Pilaris. Presented by Dr. Harry 

LL. ARNOLD JR. 

J. M., a 10 year old Caucasian-Japanese girl, was 
first seen on May 26, 1944, because of a four month old 
eruption confined to the upper part of the trunk. This 
consisted of variously sized, sharply outlined groups, 
from 1 to 15 cm. in diameter, of closely set, skin-colored 
to pink, flat-topped, shiny papules about 1 mm. in 
diameter. Many of them appeared to be follicular, but 
the follicular orifices were inconspicuous. The face 
and mucous membranes and the palms and soles were 
perfectly normal, as were the dorsa of the phalanges oi 
the hands. 

Biopsy showed three papules, two of them obviously 
follicular; there were moderate hyperkeratosis and 
patchy hyperkeratosis, the latter being conspicuous in 
the vicinity of the hair follicles. The corium showed 
a nondescript focal cellular infiltrate. 


DISCUSSION 

Dr. Harry L. Arnotp Jr.: Dr. Irvin L. Tilden 
made the diagnosis of pityriasis rubra pilaris inde 
pendently from the histologic section. 

Dr. Harotp M. JoHNson: When I first saw the 
patient, I wondered whether she might have phryno- 
derma on the basis of vitamin A deficiency. I think 
that the basilar degeneration in the section rules out 
this diagnosis and suggests that the disease is pityriasis 
rubra pilaris. 

Dr. Harry L. Arnotp Jr.: My impression is that 
phrynoderma does not occur in such regular and sharply 
outlined patches; it is more diffuse and tends to be 
most pronounced on the backs of the arms and on the 
shoulders and thighs—areas which are virtually spared 
in this patient. 

Capt. L. H. RosentHat, M.C., A.U.S.: I am in- 
clined to regard this as lichen scrofulosus or a grouped 
trichophytid. Was a Mantoux test performed on the 
youngster ? 

Dr. Harry L. ArNotp Jr.: No. I think that the 
diagnosis of lichen scrofulosus is a good suggestion, 
however, and perhaps the biopsy does not exclude it. 
HARRY 


Amyloidosis of the Skin. Presented by Dr 


LL. ARNOLD JR. 

P. G., a 42 year old white war worker, was seen on 
May 26, 1944, because of a severe inflammatory lymph- 
adenitis of the left femoral region, which -responded 
without suppuration to roentgen ray therapy and sulta 
thiazole taken by mouth. This appeared to be secon 
dary to excoriations in a dermatosis which covered 
almost the entire left shin. This dermatosis had begun 
about four years before on the left shin and had later 
involved the right one as well but had subsequently 
faded from the latter side, leaving only faint “ghosts” 
of the former lesions. On the still involved side it 
was seen to consist of closely set brownish lenticular 
papules, 2 to 4 mm. in diameter, with moderate hyper- 
keratosis and a number of linear excoriations. 

Histologic sections showed four closely set discrete 
papular lesions, each one presenting slightly more hyper- 
keratosis than in the intervening skin and each one 
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DISCUSSION 

Dr. Harry L. ArNotp Jr.: Is spontaneous involution 

lesions rare in this disease? 

Mayor Gerarp De Oreo, M.C., A.U.S.: In 1939 ] 
had a case just like this one (ArcH. DerMatT. & SyPH. 
41:605 [March] 1940) in which some of the lesions 
subsequently spontaneously disappeared \s a rule in 
these cases no generalized amyloidosis ts present, and 
that was true of the case in 1939. Dr. H. J. Parkhurst 


suggested that the eruption in that patient corresponded 
to that of lichen planus ocreatormis. 


A Case for Diagnosis (Psoriasis; Parapsoriasis en 
Plaques [Brocq]?). Presented by Dr. Harry L. 
ARNOLD JR 

oy. first 
in March 1944, because of a moderately pruritic papulo- 
squamous eruption on the elbows, neck and back, with 

a group ot 3 oval mickel-sized soft, red, irritated plaques 

on the right side of the neck. The latter had appeared 

recently and their appearance, like their subsequent in- 
volution with residual hyperpigmentation, strongly sug 
gested a fixed drug eruption, though no corroborative 

The 


vear old Chinese woman, was seen 


history could be obtained other lesions wert 
sharply outlined, oval, slightly raised, brownish, dry, 
scaly plaques, with scanty scale and no redness; the 
lesions on the elbow showed some tendency to con 
fluence. The knees, scalp, face, mucosae, palms and 
soles wert spared. 

Histologie examination of a lesion on the buttock 
showed acanthosis, with fairly uniform length of the 
elongated rete pegs but highly variable width; the 
dermal papillae were unaltered, except for length, and 
one of them reached anywhere near the horny layer. 


granular laver was interrupted in several places, 


vith overlving patches of parakeratosis. The scale was 
not abundant and not at all lamellar There was no 
leukoeytic migration or microabscess formation in the 
epidermis. The corium showed rather abundant cellular 


infiltrate,.with numerous eosinophils and plasma cells. 


Much of this was perivascular. 


DISCl 


SSION 
Maror A.U:S:: What 
experience have the members had in regard to itching in 
In last year’s Year Book 
there were reports of cases which mentioned methods of 
Pru- 
dsease. 


LOMON (GREENBERG, 


patients with parapsoriasis: 


relieving itching in patients. with parapsoriasis. 
ritus is this 
Yet a patient of mine with what is probably the “en 
variety complains of considerable itching. In 
Year Book is an article mentioning 


generally considered minimal in 


plaques” 


the 1942 there 


pointedly the relief of pruritus in parapsoriasis in the 
course of treatment. 


others 


been cases of parapsoriasis described in whi 

is a prominent feature 

Dr. Harotp M. Jounson: My diagnosis in t 
s disseminated neurodermatitis 


Capt. HERBERT LAWREN( A.U.S I ag 
vith Dr. Johnson's diagnosis. I think that the 


personality and history suggest neurodermatitis 


Tuberculoid Leprosy. 
ARNOLD JR. 

W. C. R., a 47 vear old white 
seen in June 1941, because she had concluded f: 
study of the “Encyclopaedia Britannica” that she 
The consisted of a 
dened plaque and two raised reddened annules, all 


Presented by Dr. Hai 


housewife, wa 


have leprosy. lesions raise 


the size of a dime, situated close together just al ub 
and anterior to the external epicondyle of the rig: 
elbow. She had first noticed these about ten ye 
before, and they had changed little during this peri 44 


\bout six months before coming to the office sh« 
noticed numbness in the region of the right elb 
Tissue juice obtained from the lesions by the scrape 
incision method had shown no acid-fast bacilli. 
Sensory examination showed tactile anesthesia in 
oval zone enclosing these three lesions and in a t: 
angular area just below the olecranon; there was als 
thermal anesthesia in a much larger zone 
the latter area and extending down the ulnar edge 
the forearm, as well as in a few small areas on the rig 
hand. The ulnar nerves seemed quite normal to pal; 
tion; no other superficial nerve trunks could be te: 
and there were no lesions or areas of anesthesia 


enclos 


Tissue juice was obtained again and s| 
no acid-fast organisms. 


where. 


Biopsy revealed characteristic epithelioid tuber 
vith a sprinkling of lymphocytes; acid-fast stains 
the sections failed to reveal any acid-fast bacilli. 

\ vear later the patient was seen again, with s 
pain in the right arm, which thought to 
specific (leprous) neuritis and which responded prot 
to intravenous injections of thiamine hydrochlorid 


Was 


DISCUSSION 
Mayor GerArD De Oreo, M.C., A.U.S.: Were 
rophic changes in the skin just below the elbow: 
Dr. Harry L. ArNotp Jr.: I think so. That 
is anesthetic and presumably anhidrotic as well, 
is a little thin and shiny. 


Mayor GERARD De Oreo, M.C., A.U.S.: Is tl 
cause of involvement of the nerve trunk? 
Mayor Epwin K. Cuunc-Hoon, M.C., A.U.S 


think that the disease is rather a multiple involvemen 
I think + 
neurosis. 


of the finer branches of nerves in that area. 
the patient's most trouble is 
Arnold sent her to me about three é 
found at that time essentially the same condition 
she presented today. I felt then, as I feel 
the clinical picture was strongly suggestive of le; 
but that her most serious problem was her fear of }eing 
I thought that it would do more go: 
reassure her than to commit her since, in the li 


serious 


years 


ago, 


now, 


a “leper.” 


rotor 10} 1] Thy } 4 ] 
presenting slignt inthosis as is mac HARRY | ARN( » Ik \iv teeling 1s t t 
more conspicuous by lateral compression of all the rete Ing In patients with parapsoriasis 1s rare I think ¢ 
pegs by pink-staining amorphous material cupving perhaps some cases of so-called parapsoriasis en pia 
ich dermal papilla his material suggested the diag vith itching are really examples of premycotic 1 
nosis of amyloid to Dr. Irvin |] Filden, and it was fungoides 
nea etain yracteristic n nner with conon red 
nd a iract manner wit neg req ("ap Hi ROSEN SAE. VX \ 
(iS injection ot congo red, 0.5 cc. of a that pruritus is purely relative, more easily eli 
1 per cent solutior vas done into the involved area some patients than in It is true that ther: 


day knowledge of the disease, her condition 1s 


i red to be in the noncommunicable form. So | 
: told her not to worry about it, and made certain 
would be kept under observation. 
IRVIN L. (by invitation): Biopsy at that 
: owed histologic changes typical of tuberculoid 
he Harry L. Arnorp Jr.: There appears to have 
progression whatever of the cutaneous tuber 
esions, although the nerve lesions have progressed 
‘ at, as indicated by a considerable enlargement 
j anesthetic area on the forearm. I am still inclined 
eve that removing these three little “macules” 
ie. er arm and trom her sight would do the patient 
t deal ot good. 
or GERARD De Oreo, M.C., A.U.S.: Would freez 
ve th solid carbon dioxide help lesions like these? 
James T. Wayson: I think that it would help 
Wa I 
Fens L. H. RosentHat, M.C., A.U.S.: I think that 
patient with this temperament the less one does 
skin the safer one is. 
all 
st al Tuberculoid Leprosy. Presented by Dr. Haroip M 
he rig? {INSON. 
nye \. T., a 14 year old girl, was first seen on May 15, 
S per 44, with a history that in December 1943, she first 
she | iced an irritation which followed a burn on _ the 
t elb sum of the foot. The lesion healed fairly well but 
Scrape extremely tender to touch. There has been 
- change during the last six months. She has com 
la in ned of lancinating pains along the lateral side of her 
na tr t and leg. The patient is a member of a modern 
Vas ais prosperous Chinese family who came to Hawaii 
nclosing m Canton, China, in 1940. 
edge There is a dark red, slightly elevated, moderately 
he rig ltrated, irregularly outlined cutaneous lesion about 
pall by 3 inches (3.8 by 7.6 cm.) in size on the lateral 
be tel fof the dorsum of the left foot. A large infiltrated 
la els taneous nerve is visible and palpable over the dorsum 
sl the left foot, extending from the lateral aspect of 
foot just below the external malleolus across the 
ber t and then lost in the skin about the midline. The 
ains ve is about the size of an ordinary lead pencil, fusi 


and moderately tender. The involved area of 
hs is anesthetic to thermal and tactile stimulation. 
ee re is also a history of acute neuritis of the left lower 
‘remity, apparently involving the superficial peroneal 


psy Report (May 29, 1944, Dr. I. L. TILpen). 
sections were made, and these show interesting 


eae: ves, The fundamental change is focal accumula- 
epithelioid cells and lymphocytes. Most of these 
it ther superficial, and some are confluent. They 


neentrated especially about cutaneous appendages 
rve trunks. In some of them involution has taken 
} with fibrous tissue replacement. The epidermis 
moderate hyperkeratosis and accentuation of the 
ir layer. There is no acanthosis. The histologic 


: es are highly suggestive of tuberculoid leprosy; 
ts r, I should like to prepare paraffin sections and 
them for acid-fast organisms before making an 
te diagnosis. 

DISCUSSION 
Epwin K. Cuunc-Hoon, M.C., A.U.S.: This 
s ut as early a lesion of leprosy as one is ever 
g y to see. I think that Dr. Johnson is to be con- 
od t satu ated on making the diagnosis on the basis of 
ht irly evidence. The chief signs and symptoms in 
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this case are anesthesia, a cutaneous lesion and enlarge 
ment of a cutaneous nerve. Even though acid-fast 
organisms were not found in the tissue juices of the 
cutaneous lesion, a diagnosis of leprosy can still be 
made trom the evidence at hand. 


Dr. Harotp M. Jonnson: I have told the patient's 


father the diagnosis and advised him that the outlook 
is good. I advised him to keep the child at home and 
to bring her in tor examinations regularly. I think 
that it would be a good idea to test her with lepromin 


ignificance. I understand that D1 
a supply of this material. 


for its prognostic s 
Tilden has prepared 

Dr. Harry L. Arnotp Jr.: If I had this lesion, | 
should certainly feel better if I knew that I had a 
strong reaction to lepromin. 

Dr. JaMes T. Wayson I do not think that you 
would. I advise that this test not be performed at all 
Even after one has made it, one still does not know 
where one stands. I should simply keep this patient 
under observation, seeing her about once a month. 

Dr. Harry L. ArRNoip Jr.: What about allowing her 
to go to school? 

Dr. James T. Wayson: Certainly I would let her 
go to school. I think that in a case like this the patient 
is entitled to the benefit of the doubt. This girl may 
have leprosy, but there is no absolute proof of it 
Whether she has it or not, she 1s certainly not a source 
ot danger to other people. If one lets a palpable nerve 
lead one to a diagnosis of leprosy, one will be swamped 
with doubtful cases. Take the great auricular nerve, 
for example. In routine school examinations palpable 
great auricular nerves are found in many children, and 
they disappear after a while. It cannot be said that in 
ali cases palpable auricular nerves or any other pal- 
pable nerves are due to leprosy. 

Mayor Epwin K. Cuunc-Hoow, M.C., A.U.S.: Be- 
cause of the neuritis it might be a good idea to give 
this girl thiamine hydrochloride intravenously. 

Mayor GERARD De‘Oreo, M.C., A.U.S.: Could she 
not just take thiamine hydrochloride by mouth? 

Dr. Harry L. Arnotp Jr.: Dr. Badger, who did a 
good deal of work on this disease at Kalihi Hospital 
a few years ago, obtained much better results with 
large doses given intravenously. 


Nevus Unius Lateris. Presented by Dr. Harotp M. 

JOHNSON. 

M. T., a 28 vear old Japanese man, presents a linear 
verrucous zosteriform lesion on the right lower part 
ot the abdomen, extending to the umbilicus and radiating 
in a verrucous linear pattern to the right groin and 
down the right leg in the distribution of the sciatic 
nerve. There are no symptoms. A sister has a port 
wine nevus on the entire right side of her face and 
temporal area. A cousin has a lesion like the patient’s. 
The patient's daughter also has a port wine nevus on 
the left forearm. 
Lichen Striatus. Presented by Dr. Harorp M. 

JOHNSON. 

D. K., a 7 month old boy, suddenly had a_ flesh- 
colored verrucous linear dermatosis of the entire leit 
half segment of his body about one and one-half months 
ago. The child has been well, without any predisposing 
infection. There was no other family history involved. 

The lesions are verrucous and patchy or grouped in 
certain locations on the scalp, the left side of the face, 
the chest and the back. There are several long linear 
plaques running across the abdomen and back in zos- 
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cover 
great 


lesions completely 
distribution of the 


teritorm arrangement. The 
the buttock and follow the 
sciatic nerve to the mesial aspect of the left plantar 
surface of his foot. The lesions have improved and are 
not as elevated or verrucous as Some ot the 
lesions have a lichenoid appearance resembling that of 
lichen planus. The right side is completely clear of 
any lesion except the scars of recent chickenpox 


before. 


DISCUSSION OF THE TWO PRECEDING CASES 


Dr. Harry L. ArNnoip JR ] should have thought 
that both of these cases were examples of nevus unius 
lateris, except for the recent onset and apparent be 
ginning involution. 

Dr. Harotp M. JOHNSON 
almost overnight and is now disappearing, aiter being 
present for only about weeks. This is the typical 
course of lichen striatus, according to Senear. 


Katz, MC-V(S), U.S.N.R.: What is 


lichen striatus? Do these lesions dis- 


Che child's lesion appeared 
SIX 


Lieut. HARRY 
the prognosis of 
appear entirely ? 

Dr. Harry L. Jr.: | 
like that of the man in a tuberculous patient at Leah 
Home a couple of years ago, and they disappeared com 
pletely in a few months. 

Major ALBertT SHaprro, M.C., A.U.S.: I think that 
both the clinical course and the lichenoid appearance of 
the individual papules are practically diagnostic of 
lichen striatus in the first case. 


saw lesions precisely 


Morphea-Like Basal Cell Epithelioma with Ulcer- 

ation. Presented by Dr. Harotp M. JOHNSON. 

P. A., a 35 year old member of the Army Transport 
Command, presented a small papule in his right tem- 
poral area, first noticed about three years ago. The 
lesion has been excoriated many times in the interim. 
The lesion has increased several times in size during 
the last year. The patient has been exposed to a con- 
siderable amount of sunshine during the last year; on 
one occasion he spent sixteen days in a lifeboat on the 
Atlantic Ocean after his ship was torpedoed. Army 
and Navy medical officers told the patient that the 
lesion was a tropical ulcer or low grade bacterial in- 
fection. Many remedies have been used, including oint- 
ments and.internal medication. The patient’s grand- 
father and grandmother had carcinoma, and two uncles 
had epithelioma of the skin. 

The lesion is an irregular-shaped ulcerated surtace, 
about the size of a half-dollar, located in the right tem- 
poral area. There are no glands palpable. 


DISCUSSION 

Dr. Harotp M. JoHNson: If biopsy shows a basal 
cell epithelioma, I shall refer the patient for excision 
and plastic repair. 

Capt. L. H. Rosentuar, M.C., 
use roentgen ray therapy? 

Dr. Harotp M. Jounson: I do not believe that 
morphea-like basal cell epitheliomas are radiosensitive. 

Capr. L. H. RosentHat, M.C., A.U.S.: I do not 
feel that an ulcerated basal cell lesion like this one 
should be classified as morphea-like. Morphea-like 
epitheliomas have a waxy, indurated, scleroderma-like 
surface. 

Dr. Harotp M. JoHNson: In any case the patient 
is traveling constantly and cannot have regular roentgen 
ray treatments or dressings following coagulation. 

Note.—Biopsy showed a morphea-like basal cell epi- 
thelioma. 


A.U.S.: Why not 


DERMATOLOGY 


AND SYPHILOLOGY 
Atypical Miliaria. Presented by Capr. | 
LawReENceE, M.C., A.U.S. 


F. B., a 25 year old former bricklayer, pres 
scaly erythematous pruritic eruption in both cubi 
popliteal areas. It first appeared about ten ye: 
during the summer. Since then it has always ri 
in the summer and has spread to involve most 
trunk, arms and legs in a strangely circun 
fashion. During the winter the eruption would 
but would not completely disappear. There is 1 
history of allergy nor any history of hay fever, 
or eczema. The patient been in the 
Islands, and there was virtually no evidenc: 
eruption while he was there. Soon after his a: 
the semitropics the eruption relapsed, and it has 
On several occasions he |} 


has 


progressively worse. 
hospitalized and all evidence of the eruption 
eradicated with cooling compresses and lotion 
ever, the eruption has reappeared when the pati 
turned to duty. The eruption has always been \ 
intertriginous areas, and at times it has become 
inflamed and weeping and finally erosive. 

The same areas are always involved, and in ad 
from time to time, the eruption has started at nev 
Areas of involvement at present are the outer marg 
ot both axillas. Usually the axillas themselves 
clear, although at present the left axilla is invol 
3oth cubital areas are involved, with extension 
them along the anterior aspects of both arms. The 
an irregular “splotchy” area of involvement of most 
the anterior part of the trunk and similar involvement 
on the lower portion of the back and left thigh 
eruption is characterized by erythematous folli 
papules, most of which have coalesced to form 
plaques. Some of the plaques have an arciform app 
ance, the concave aspect of which shows a residu 
of desquamation and brownish pigmentation. The 
in the cubital area has become secondarily thickened a! 
lichenified. 

Histologic section showed a perivascular round 
infiltration in the cutis. 


DISCUSSION 

Greorce C. MC-V(S), U.S.N.R.: } 
first impression in this case was that the disease is a 
unusual variant of atopic eczema. 

Dr. JAMES T. Wayson: I thought that the histo 
and the appearance of the eruption suggested atypics 
lichen planus. 

Major ALBERT SHAPIRO, M.C., A.U.S.: I think that 
the disease looks more like atopic dermatitis becaus 


of the lichenification and confluence of the lesions 
Miliaria rarely becomes confluent. 
Capt. HerBerRT LAWRENCE, M.C., A.U.S.: I a! 


convinced that this eruption is representative of t 
clinical picture known as miliaria (“prickly heat’) 

is merely more extensive and chronic. This is thi 
third such case I have seen in Hawaii, and no dou 
the climate is responsible for the severity of the eruptic: 
Nevus Pigmentosus et Verrucosus. Presented | 

Capt. HERBERT LAWRENCE, M.C., A.U.S. 

S. R., a 25 year old man, who had previously bee! 
a farmer, has had since birth a pigmented papillomatou: 
lesion in the left pectoral region. It had not enlarge 
or in any way altered in appearance until about Januar) 
1944. At this time the patient noticed a brownish di 
coloration at the periphery of the lesion. He is sur 
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had never been present before. The lesion 
s not changed. There is no history of traumati- 
unusual exposure to the sun, although the 
arrival in this locality was concomitant with 
nges around the lesion. 
e left pectoral region there is an oval lesion, 
circumscribed but with a serrated peripheral 
giving the impression of small blunt projections 
border. The peripheral quarter of the lesion 
nd brownish black and contains normal lanugo 
The central portion of the lesion is papilloma 
| brownish black and contains long hairs. There 
e of light brown pigmentation scattered irregu 
out the periphery of the lesion. Some of the 
ntation has coalesced to form confluent areas, but 
e also areas of pinhead-sized pigmented macules. 
ight border of the sternum, approxi 


ly 


out as the r 
m the level of the lesion itself, there is sparse 
d light brown pigment. Just above both clavicles 
in be felt elongated cordlike lymph nodes, slightly 
m the left side. No axillary adenopathy is felt. 


DISCUSSION 

L. H. Rosentuat, M.C., A.U.S.: I think that 

is a definitely benign lesion which should be excised 

ise it is unsightly and annoying to the patient. 

HERBERT LAWRENCE, M.C., A.U.S.: I plan 

xcise it widely, including the rather widespread 
entation about the main body of the lesion. 

Harotp M. JoHNsoN: Personally I should be 

tant to do this. There is always the possibility 
stirring up something by such a procedure. 

Harry L. Arnop Jr.: If one gets into trouble 


1g r excising a lesion, the lesion was already malig- 


t: removing it did not make it so. I would excise 
yithout hesitation. 
Lieut. Harry Katz, MC-V(S), U.S.N.R.: So 
ld I. The patient would like to have it removed, 
I see no contraindication to excising it, if only for 
smetic reasons. 
,pT. HERBERT LAwreNcE, M.C., A.U.S.: It seems 
me that the recent appearance of new pigment 
sound any pigmented nevus should be regarded as a 
‘terion of progression and as highly suggestive of 
lignant degeneration. 
Dr. Harry L. Arnotp Jr.: Has this man not been 
ting more sunshine on his chest since coming to 
Wali ? 
‘APT. HERBERT LAWRENCE, M.C., A.U.S.: It is true 
t the new pigmentation has developed since he came 


Harry L. ArNotp Jr.: There is one other 
sibility. I have been impressed with the frequency 
th which, in persons coming to Hawaii for the first 

mild hypothyroidism develops soon after their 
tival. Possibly enough thyroid depression has devel- 
| to stimulate his pigment-producing mechanism. 
Note—The lesion was widely excised and proved to 

pigmented cellular nevus of junction type with 
lant hyperkeratosis. 


Uupus Erythematosus Disseminatus (Response to 
Sulfadiazine?). Presented by Dr. Harry L. 
ARNOLD Jr. 

G. \., a 22 year old Caucasian housewife, was first 
April 10, 1944, because of migratory arthritis 

urticaria-like eruption associated with moderate 


TRANSACTIONS 


fever, malaise and a loss of 10 pounds (4.5 Kg.) over 
a period of five months. 

The eruption was simply papular erythema multitorme 
both clinically and histologically. Leprosy was excluded 
by the absence of thermal anesthesia and by the his- 
tologic changes. There was leukopenia. The urine 
was normal; the sedimentation rate was 49.5 per cent 
(normal 1 to 5 per cent), and the Weltmann reaction 
was 8 (modified Westergren). The heterophile antibody 
reaction was negative. 

Three weeks later the patient was worse 
was palpable; the serum proteins were 7.47 Gm. per 
hundred cubic centimeters, with an albumin-globulin 
ratio of 0.9: the Weltmann reaction was 8.5, and the 


The spleen 


Mantoux reaction was negative. A roentgenogram ot 
the chest showed only generalized exaggeration ot 
vascular markings. The sputum and the urine wert 


normal. 

After one week of treatment with sulfadiazine with a 
blood level of 9.2 mg. per hundred cubic centimeters, 
she was much worse, the eruption more severe, the 
temperature 102 F. and the white blood cell count down 
to 3,000; there was also generalized lymphadenopathy 
[he drug was stopped, and the patient promptly re- 
covered; the skin cleared; the spleen was no longet 
palpable; the temperature returned to normal, and the 
white blood cell count returned to 5,250 with 70 per 
cent neutrophils. : 

Ten days later the eruption was beginning to 
and the spleen was again palpable. 


return, 


DISCUSSION 

Dr. Harry L. Arnotp Jr.: The Weltmann reaction 
in this patient is not of the type one would expect 
in a patient with such extensive exudative disease; it 
was shifted to the right instead of to the left and has 
remained so. The sedimentation rate was very high. 
These two tests ordinarily have an inverse relation- 
ship. The apparent flare-up from sulfadiazine was 
interesting. Dr. Johnson had previously suggested to 
me that eradication of foci of infection by sulfonamide 
compounds, like their surgical eradication, may be 
accompanied with a Herxheimer reaction before the 
ultimate clinical improvement. Certainly this patient’s 
course would be explained by such a hypothesis. 

Dr. Harotp M. JoHNsoN: It seems to me that peni- 
cillin should be valuable in at least some cases of 
lupus erythematosus disseminatus. 

Dr. Harry L. Arnotp Jr.: Dr. Chester Keefer 
assures me that it has been tried and has failed. Has 
any one seen this peculiar injection of the temporal 
portion of the bulbar conjunctiva of one eye in a patient 
with disseminated lupus erythematosus ? 

Note.—The patient subsequently had a severe ex- 
acerbation from sulfamerazine, followed by transient 
recovery and a second gradual relapse. Penicillin 
(only 200,000 units in forty-eight hours) subsequently 
produced only slight and transient benefit. 

Larger doses later had no effect. The patient has 
gradually become worse, though the urine has remained 
normal. Slow but steady improvement has been noted 
since October 1945, when semiweekly injections of 
staphylococcus antitoxin were begun. 


Tropical Ulcer. Presented by Mayor Gerarp De 
Oreo and Capt. L. H. Rosentuar, M.C., A.U.S. 
R. J. S., 34 years old, suffered a slight abrasion on 

the left shin three and one-half months ago. Shortly 

afterward, a small pustule appeared at the site and 
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developed into an ulcer, which grew rapidly. Tw Sept. 9, 1944 
eeks later an ulcer appeared on the right shin, fol- 
lowed by the appearance of two small ulcerations Neural” (Early Tuberculoid?) Leprosy. | 


distally on the leg. The ulcer on the left leg became by Dr. Harotp M. JoHNson. 


granulomatous, and the three ulcerations on the right J. S., a 30 year old part Hawaiian housewi 
leg continued to grow with development of moderate sulted her private physician in July 1944 be 
granulation tissu acute paronychia of the right first toe. The ph 

The patient was admitted to the hospital two months — suspicions were aroused by the apparent and in 
igo. The ulcer on the left leg measured 4 by 2 inches painlessness of the lesion, and he referred he: 
(10 by 5 cm.), was oval in outline and pre sented a There were tactile and thermal anesthesia 
grossly granulomatous surface with a slightly elevated right foot. The posterior tibial and sural nery 


edematous border. The three ulcers on the right leg enlarged and tender at the point where they 
were in linear arrangement, varying from 2 to 1 inch behind and below the malleoli at the ankle. 
(5 to 2.5 cm.) in diameter, and presented a punched-out !0rearms she had several hypopigmented macul 


ippearance, with some areas showing granulomatous to 10 cm. in diameter, which were anestheti 


tissue. Treatment resulted in the disappearance of the and cold although not to touc! 
sopsv of the ssthetic portion of the foot 
granulomatous features and all of the surrounding t the anesthetic portion of toot 
mly sligt ms > perivascular intlammatior 
erythema and edema. The borders are no longer ele-  °") it, nonspecific perivascular inflamma 


out acid-fast bacilli. A biopsy specimen from a 
vated or edematous. The base of each is erythematous he 
on the left forearm showed perivascular lymphocyt 
epithelioid cell infiltration, which was regarded 

patible with extremely early changes of tub 


leprosy; a few acid-fast bacilli were found. 


and free of discharge and appears to be healthy granu 
lating tissue. However, the ulcers are slow in healing 
Biopsy showed chronic inflammation of a nonspecific 


variety. The blood counts, urinalyses and roentgeno- 7 . aye 
he patient was reterred in the usual manner 


Kukui Street Leprosy Clinic, where these findings 

confirmed and, in addition, a scraping of the nasal 
tum was made. This specimen contained nume: 
acid-fast bacilli in clumps and globi. This was regar 


grams of the bony structure of the legs were normal. 
The sedimentation rate increased from 60 to 110 mm. 
in sixty minutes. Culture of the wound repeatedly 
yielded Bacillus pyocyaneus and hemolytic staphylococci. 


[here was no evidence of sickling of the red cells. as a highly inconsistent finding, however, because 
Examination of the stool revealed normal conditions type of leprosy which the patient had, and the scra 
Treatment consisted of sulfonamide compounds in- was therefore repeated forty-eight hours later 


ternally or locally for six weeks, packs of boric acid, — sides of the septum. Both preparations this time s! 
potassium permanganate, mercury bichloride and alumi- no acid-fast bacilli whatever. The patient was a 
num acetate solutions, ammoniated mercury ointment ingly legally declared a leper by a board of three | 
(3 per cent), injections of staphylococcus toxoid and — sicians and was recommended for immediate tempor 


weekly roentgen irradiations (75 r) for ten weeks. release, with instructions to report once a mont! 
a check-up examination at the clinic. She was 
DISCUSSION back to her original physician for intravenous inject 


Mayor Gerarp De Oreo, M.C., A.U.S.: I think that © thiamine hydrochloride for the relief of pain 
tenderness in the involved nerve. This subsided 
pletely after a week or ten days. 


the terms “tropical ulcer,” “desert sore,” “Barcoo rot” 
and so on are all misleading, because they pretend to 
designate a specific entity. I think that this lesion is ee 
a nonspecific ulceration due to mixed bacteria, with 

Dr. Harry L. Arnotp Jr.: This case wou 
officially classified as one of neural leprosy, Na 1, 
These symbols mean, respectively, neural-anesthet 
minimal degree, and neural simple macular, minu 
degree. The former expression (“anesthetic”) refers 
the involved nerves and anesthetic skin of the toot 
the latter (‘simple macular”), to the hypopigmented n 
ules, or, as the leprologists call them, ‘simple macul 
on the forearms. 


occasionally a fusospirochetal component, occurring in 
a warm humid climate, which helps these mixed organ- 
isms to grow, thereby favoring a chronic resistant 


ecthyma-like process. 

Mayor Apert Suaprro, M.C., A.U.S.: Although 
many different types of ulcerative processes of the skin 
may be encountered, there is one form of ulceration 
known as tropical ulcer which is regarded by many 
as a definite clinical entity. The diagnosis is made by 
tinding Jarge numbers of fusiform bacilli and spirochetes 
morphologically identical with the Spirochaeta vincenti 
both on smears and throughout the tissue on biopsy. Dr. Harry L. Arnotp Jr.: Yes, it has been 
Because of the absence of these organisms and the | since the 1938 International Conference, at Cairo, Eg) 


Dr. Harotp M. JoHNson: Is that classiticat 
accepted now ? 


presence only of B. pyocyaneus and hemolytic staphylo- Dr. James T. Wayson: These standard classi 

cocci, I should classify this case as one of pyogenic tions are all right for a small group like this 

ulcerations. not for general use; when a case is written uy 
Dr. Haroty M, Jonnson: I should think that peni- these symbols are used, a physician who has not s¢ 

cillin either locally or parenterally would be the ideal case cannot tell a thing about it. 

treatment for these lesions, whether they are a spiroche- Dr. Harry L. ARNOLD Jr.: I think that that is 

tosis or not. excellent point. Dr. Tilden and I have recently | 


Mayor Gerarp De Oreo, M.C., A.U.S.: Dr. John concerned with the confusion that surrounds the class 
Devine, in Australia, has reported a large series of fications of leprosy, and we have attempted to 
cases of tropical ulcer in which he found no higher it a little (The Two Kinds of Leprosy: Lepron 
incidence of spirochetes than in any other similar lesions. and Tuberculoid, Proc. Staff Meet., Clin., Honolu 
He tound that any hygienic measures would promote 10:91 [Sept.] 1944, and The Classifications and N 


healing. clature of Leprosy, 4am. Int. Med. 23:65 [July] 194° 


‘leprosy ot the skin, simp] 


the nerves, type undetermined but presumably 


fHammatory or tuberculoid.”) Dr. Tilden and 
t a case like this is so likely to become } 
example of tuberculoid leprosy and so un 


become a case of lepromatous leprosy that it 
Outset as “early 
\Wayson 


ike to ask Dr. 
} 


like this is lhkely ever to be 


informative to cla 
id” leprosy. I s 
epromatous Case. 
ES T. Wayson I think that the chances ar 
\ patient like this presents no danger to the 
to people living in the same house with het 
Iways recommended paroling such patients and 
even overlooking them as far as 
ion is concerned 


HARRY L. ARNOLD Jr.: | 
ther instructive feature about this case, 


should lke to empl 
namely, 
ence of organisms in nasal scrapings which | 
It seems 
My 


at the Kukui Street Leprosy Clinic. 

organisms found there were co 
should have been able to find a 
them on at least one side of the 


urs later. The fact that we found none strongly 


at -tne 
leprae we 
septum torts 


ts to me that these were superficial saprophyty 
t diphtheroid bacilli, which she just blew out ot 


se between the first and 


ld like to have Dr 


second examinations 


Wayson’s opinion about this, 


I should think that leprosy 
there 


AMES T. WAYSON: 


in a patient’s nose would still be found 


ight hours later. There are many acid-fast 


Harry L. Arnotp Jr.: I am glad to hear you 
it. It is my own 


scrapings is not worth the trouble for diagnosti 


feeling that examination of 


s because the results are inconclusive if negative 


iy be misleading if positive. 


late Cutaneous Syphilis (Gumma) with Negative 


Serologic Reactions. Presented by Dr. Harotp 


\!. JOHNSON, 
M., a 70 year old retired Japanese man, was first 
n Sept. 7, 1944, because of an indurated circinat 
on the lateral aspect of the right knee with scar 
the center. The scar was smooth and flexible 
t contracted. The plaque itself appeared granu 
is, with a verrucous surface. There was a similar 
somewhat arciform in configuration, on the 
side of the knee. 
ars ago and have slowly increased in size, with- 


Both lesions began four or 


tendency to spontaneous healing. The remainder 
physical examination revealed no abnormalities. 
omplete blood count and a_ urinalysis 
conditions. A roentgenogram of the chest 
no pulmonary tests for 
(Wassermann and Kahn) elicited negative re- 
on two occasions at Queen’s Hospital and the 
of Health laboratory. 
the 


showed 


disease. Serologic 


border of the lesion 


only a dense, almost purely lymphocytic in- 


opsy specimen 


just beneath a slightly acanthotic epidermis and 
ve replacement of the normal collagen by young 


tissue. The disease was reported as chronic 


us granuloma of uncertain cause. 


Pardo-Castello and his 


tor nal 
e wnnammatory ana 


55 
SCUSSION 
Dr. H Clinically, | was led t 
ink of either tertiary syphilis pus vulgaris, mot 
ikely the tormet 
Dr. H y L. Ar» e relatively | 
ed me to tl nl tl it t lise e likely 
s vulg | ive seen Vver\ is or se 
egative Cutaneous svp 
( M. Rosen M.A made a 
llagnosis late s\ ilis r this an, notwithstandn 
t ve years’ duration and the negative serologic re 
ictions [ think that the t noncontractile centra 
car 1s strongly in favor of a diagnosis of late syphilis 
is ¢ Ost t that f tuberculosis 
Mayor SOLOMON GREENBERG, M.C., A.U.S.: Yes, the 
serologic reactions may be negative in 45 or 50 per cent 
cases of late cutaneous sy hilis 
Dr HH AROLD M JOHNS N \ trial of a water-soluble 
bismuth preparation should settle the Question con 
CIUSIVE 
Ni Phe lesion cleared about 75 per cent altel 
SIX SCI eekly injections of bismuth an potassiun 


artrat 


Sporotrichosis. 


mesial lymphatic drainage the patient was referred fe 
further study 


rolog1 


H ARO! 


Filipino plantation laborer, was 


Presented by Dr M. JouNson 


33 VCal old 


Sept. 8 1944, with a history of suppurating 


1 


months’ duration on the left arm 


initial lesion had been treated as a boil, but when 
ries of lesions subsequently developed along the 


arm, each one proximal to the last, following the 


Blood counts were within normal limits. 


tests for syphilis elicited negative reactions 


\ roentgenogram of the chest revealed no abnormalities 


all 


sulfathiazole applied locally or given internally. 


{ 


1 the Mantoux test elicited a negative 


reaction. 
i¢ lesions did not respond at all to sulfanilamide or 
Peni 


um-inoculated gauze dressings locally had no effect 


DISCUSSION 


| Yoes One 


HERBERT LAWRENCE, M.C., A.U.S. 


see many cases of sporotrichosis in Hawaii 


Mayor SOLOMON GRE! 


seen 
the 


M.C., A.U.S.: I have 


1, the patient being a soldier in the ward in whom 


N BERG, 


disease developed aiter he had pricked his finger 


with a thorn. 


Dr. Harry L. 


the 


Dr. Harotp M. Jonnson: have 


the 


MAJOR 
l Cast 
iodide 


Dr. Harry L. 


Arnotp Jr.: I had 1 proved case, ot 
ulcerative type, five years ago. 

seen cases in 
last two years. 

GREENBERG, M.¢ 4.U.S In the 


the patient was given potassium 


SOLOMON 
which I saw 
and the disease cleared promptly. 

seen 2 patients 


ARNOLD JR.: I have 


with gummatous sporotrichosis cured rapidly with po- 


tassium iodide. 


I wonder whether penicillin is effective 


against Sporotrichum schencki, as it is supposed to be 


against Actinomyces. 
Capt. L. H. Rosentuat, M.C., A.U.S.: It has no 
effect on blastomycosis. 


NOTE. 


The cultures showed S. schencki after four 


teen days on Sabouraud’s medium. 


A Case for Diagnosis (Keratosis Palmaris?). Pre- 


sented by Dr. Harry L. 


seen 


ARNOLD JR. 
Ek. H., a 17 year old white war worker, was first, 


in August 1944, because of roughly symmetric. 


would be classified by 
\\ 1 
becaus 
pn 
«2 
nk 
slid 
ley 
ty 
Lif 
a 
\ 
las 
? 
the 
er t 
ngs 
asa 
Scra 
a 
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= 
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] } ] 
extreme avy calluses, irregularly distributed ove 
both palms. They had been present for about two years 


did not develop during a 


manual work They had 

inful, especially in the mort 
i no laboratory studies 

unde 
SCUSSION 

Mayor L. H. RosentHat, M.C., A.U.S I think 
that the growths ar 1 form of keratosis palmaris 

despite the recent onset lack of involvement 
the feet I should regard a nevoid disease. | 
think t 1 likely to respond, except ten 

porarily, to any treatment. 

Dr. JaMes T. Wayson: I suggest a 50 per cent 


] 


salicylic acid ointment used as frequently as necessary 


Epidermolysis Bullosa Acquisita Complicated by 
an Annular Vegetative Iododerma. Presented 
by Dr. Harry L. ARNOLD Jr. 

R. O., a 74 year old Puerto Rican laborer, was first 
seen on Sept. 4, 1944, because of two eruptions. One 
had been present at intervals for four or five years 
and consisted of blackish ill defined scaly macules a1 
scars on all the knuckles of both hands, on both feet 
and on a few other bony prominences of the extremities 


1d 


These were said by his physician to have followed 
current vesicular lesions in these locations. 

‘he other eruption was of only two weeks’ duration; 
it consisted of red annuli, 2 to 10 cm. in diameter, with 
raised, cordlike edges, about 2 mm. wide, scattered pri 
tusely over the arms and legs and the upper part of the 

back they 


vegetative in appearance and in some areas were flu 


back; on the were much more elevated and 


tuant and even suppurating. The face and scalp and 
he eyelids were the sites of multiple small nodules and 
tumors, from 2 to 10 mm. in diameter, that had appeared 
at the same time as the annular lesions and were more 
vegetative and suppurative than annular. The pus was 


Ihe mucous membranes were spared, 


sterile on culture. 
and the palms and 


soles were free except for a singl 


lesions h id 


These 


annulus in one palm. ili appeare 
when t natrye began taking pot wn dj it 
when € patient began taking potassiun 1de, 
aiescent home 
OT therwis¢e disclosed t S int 
wOsItive s tl 
te s aC Sila roentgenog 
It ( st i mtent « niv / G 
( nti! t 
| Sy A rey 
ectl ~ vec S t i 
( I 
mix t tes 
is cells st ells s Ss, t i 
l \ St 1 
she sloniti t 1 t S 
1 \ \ SI tw Was 
Strat t t is nots s 
u a 
SCUSS 


Capt. L. H. Rosentuwat, M.C., A.U.S 


tion is epidermolysis bullosa, it had its onset at the 
most advanced age of any that I have ever heard of. 


ce t the deeply pigmented lesions or 

ominences of the hands and feet made n 
Kaposi's sarcoma, and I still think that the 
ippearance is consistent with that diagnosis 

Dr. Irv L. Titpen (by invitation 
changes are not inconsistent, e1the 


y L. Jt He has sypl 
hich he has been treated 

Capt. Davin Musmavn, M.C., A.U.S the 
keratosis blennorrhagica 
GREENBERG, M.( 
that to m« 


up ovstershell 


he might have 

M A JOR 
eruption did not look like 
norrhagica shows heaped 
this man did not have 

Caer. L. H. Rosentuar, M:C., Th 
might be unified, perhaps, by regarding 
on the bony similar 
articular nodes of syphilis 


AUS 


Kerat 


SOLOMON 


crusting 


prominences as 


Present 


Lichen Sclerosus et Atrophicus. 
Harry L. JR 
M. S., a 49 year old Caucasian housewife, 
seen on Sept. 7, 1944, because of an asymptomati 
tion confined to the trunk, first noticed 
before. 


about 


Six or eight oval atrophic slightly d 


1 
hypopigmented macules, covered with thin lamell 
and measuring | to 2 cm. 
over the upper portion of the 
or fiftv similar but smaller 
1 to 5 mm. in diameter, 
sized area on the small of the back 


in diameter, were s 


trunk, and sor 
much lesions, n 
were grouped within 
There 
follicular dilatation or plugging. The remainder 


cutaneous surface was spared, and the mucou 
branes were normal. 

The white blood cell count was 9,200 per cul 
1onuclear 


tests 101 


meter, with 70 per. cent polymory 


cent eosinophils. Serolog 
reactions. 
Biopsy showed a remarkable degree of eden 
papillary and subpapliilary tavers of the cor} 
extraordinary dilatation of lymphatic spaces, 


pink-staining coagulated n 


edema fluid as well; the 
mmogenized pp il 
iIving’ ¢ ermis Was it yp t 
; 
nad VI kKeratotu | et 
itati or plugging 
( | ( 
26 48 t unus 
( yavip M \ ia 
esent the 
ticnts fh 


43 
not ¢ rine lit 
iS sugeested son ment is 
change 1n tl ( t r1un 
Mart ¢ 1 entiretv ot I think t t 1 
there can be no question that there 1s abun 
the ¢ 1 1 some ¢ it 
di spaces 


lesions healed, leaving faint s¢ 
twelve weekly intramuscular injections bisn 


salicylate in oil, 0.2 Gm. ea 


LOGY AN1 FHI LOGOLOGY 
(CAPT HER! r LAW CT M.C A 
Cart. Davin Musmayn, M.C., A.U.S.: Does 
tient have any past history of venereal disease’ 
I t to cor 
Dr. Harotp M. Jounson: This man was seen at 
* Palama Clinic in 1942 with an annular iododerma. 


SOCIETY 


A Case for Diagnosis (Poikiloderma?). Presented 


Harry L. ARNOLD JR. 


a 49 year old Caucasian housewife, was first 
\ug. 17, 1944, because of a two year old erup- 
ned to the sides of the neck posteriorly, first 
' eht and more recently on the left, consisting of 
tly discrete erythematous macules a few milli- 
diameter, without dyspigmentation, atrophy, 
telangiectasia or pruritus. There has been no 
spreading in the past six months. 
- ial studies have been undertaken 


DISCUSSION 
HERBERT LAWRENCE, M.C., A.U.S.: 
— ssibility of a berlocque dermatitis. 
‘i L. H. Rosentuar, M.C., A.U.S.: I agree with 
S enosis of poikiloderma of Civatte. I think that 
nt will eventually show some atrophy and pig 


I thought 


he t t changes. 
A.U.S.: I thought of 
The patient ad 
little” 


Davip MusMAN, M.C., 
ibility of a contact dermatitis. 
that she used “just a 
i while on her hair. 


idily very rinse 
LL. ARNOLD Jr.: I was reluctant to make 
isis of poikiloderma of Jacobi without any 
tasia or atrophy or of poikiloderma of Civatte 


LARRY 


“ote t any pigmentary changes. 


Associated with Onychodys- 
Capt. HeRBERT LAWRENICE, 


Alopecia Totalis 
lar s trophy. Presented by 
scatt 

vear old white man was first seen a few days 
, fause of total loss of hair. 
scribed patch on his right cheek about December 
hair 


This had begun in a 
4 | had progressed to a total loss of every 
ntire body, including the eyelashes and the hair 
extremities. At about the time when this became 
that is, in March 1944, the finger nails and 
great toe nails began to be ridged longitudinally 
to be opaque and brittle; this has continued until 
length of all the finger nails and the great 
nails is so involved. 


entire 


DISCUSSION 


SOLOMON GREENBERG, M.C., A.U.S.: 
what the basal metabolic rate is? 
HERBERT LAwreNcE, M.C., A.U.S.: It has 
been determined, but the patient’s weight has not 
nged; his skin is not dry, and he does not complain 
ptoms of hypothyroidism. 


Do you 


SOLOMON GREENBERG, M.C., A.U.S.: I had a 
in the ward almost totally devoid of hair, with 
slightly lowered basal metabolic rate, who re- 
all his hair after being given some thyroid. | 
say that the thyroid cured him, but at least he 
ll after taking it. 
Harry L. Arnotp Jr.: I have seen 2 cases of 
totalis in which I have tried the effect of a 
gle epilating dose of roentgen rays to the back of 
Ip. It had no effect whatever in either 
never seen this or any other sort of onychodys 
n association with alopecia. I should be inclined 
st psychiatric investigation of these cases rathe: 
e usual blind administration of endocrine 


Case. 


es 


Us HERBERT LAWRENCE, M.C., A.U.S.: It has 


to me that this man takes his disease light- 
vy. He says that it does not bother him at all; 
ie enjoys not having to shave or brush his hair. 


TRANSACTIONS 57 


Generalized Progressive Scleroderma with Ray- 
naud’s Syndrome. Presented by Dr. Harry L. 
ARNOLD JR. 

E. B., a 24 year old Portuguese housewife, was first 
seen on Aug. 11, 1944, because of progressive hardening 
and tightening of the skin over a period of about three 
It had first been called to her attention by a 
1941. After the onset of the war, in De 
cember of that year, she went to San Diego, Calif., and 


years. 
masseuse in 
soon after arriving there she began to have pallor and 
pain in her fingers on exposure to cold; little indolent 
ulcers also developed on her finger tips from time to 
time Shortly afterward she became aware that the 
tightening of her skin was progressing and was begin 
ning to be associated with a bronzelike pigmentation ot 
On her return to Hawaii in 
vasospasm in her hands _ practically 


the face, hands and arms. 
1943 the painful 
stopped, being brought on only by contact with cold 
water or other cold objects. The hardening of the skin 
continued to progress. 

On examination she showed abnormally thin tight 
bronzed skin on the hands, arms, face, neck and upper 
The finger tips showed a few small 
The skin was otherwise normal. The dorsalis 
pedis arterial pulse was well felt bilaterally. The blood 
count showed mild hypochromic anemia and the presence 
of 16 per cent serologic tests for syphilis 
elicited negative reactions, 
basal metabolic rate was 


part of the chest. 


scaQrs. 


monocytes ; 
and urinalysis revealed nor- 
mal conditions. The + 18 per 


cent (adjusted for Hawaiian normal standards, + 27.1 


per cent) the pulse rate was 90; cooperation was good 
The serum cholesterol level was only 40 mg. per hu 
dred cubic centimeters (normal, 150 to 220 mg.), and 
on recheck three weeks later it was only 32 mg. The 


Weltmann coagulation band was 9—a pronounced shitt 
to the right—and the sedimentation rate was 
(74 mm. per hour). 


per hundred cubic centimeters, of which 4.16 Gm. was 


37 per cent 


The serum proteins were 7.38 Gm. 


albumin and 3.22 Gm. was globulin, a ratio of 1.3: 1. 
\ surgical consultant recommended lumbar sympa 
thectomy and, later, if the response justified it, cervical 
as well 
DISCUSSION 

Dr. Harry L. Arnotp Jr.: This case presents two 
particularly interesting features. One of them hinges 
on the fact that Raynaud's syndrome is almost never 
encountered in Hawau, and this patient had no symp 
toms of the syndrome until she was exposed to the 
winter climate of San Diego in 1941. Lieut. Comdr. 
Werner Duemling saw her at that time and made the 
diagnosis. Since her return to Hawaii shé has had no 
Raynaud symptoms except on touching cold water or 
cold objects. 

The other interesting feature of the case is the rather 
spectacular aberrations of the blood chemistry which 
she presents. Aside from the suggestion of hyper- 
parathyroidism and an elevated blood calcium level, 
which appears to be a feature of ordinary scleroderma, 
changes in blood chemistry do not appear to have been 
found in scleroderma. This woman has a 
serum cholesterol level which is between a fourth and 
a fifth of the minimum normal value, a hyperglobu 
linemia and a decided shift of the Weltmann band to 
the right. The sedimentation rate, interestingly, 1s 
elevated, instead of being low, as is usually the case 
when the Weltmann band is shifted to the right. This 
combination of a shift to the right of the Weltmann 
band, a high sedimentation rate and a low serum 
cholesterol level also appears to occur in at least some 
cases of subacute disseminated lupus erythematosus. 


cases Ol 


4 
3 


Dr. Harry L. ArNoip Jt I should lke to ask 
a. Ce 


Wr. Wayson if he hz 


or acrosc le 


I rosis 1n 


erma 
not recall that I ever 
there 
ircumscribed hardenings of the skin. 
Note.—RBilateral lumbar sympathectomy 
1944, and cervical sympathectomy on Feb. 8 and Sept. 
10, 1945 resulted in complete relief of the Raynaud symp 
but not affect the 
leroderma. Dysphagia began in 


W AYSON 


except for ] 


Dr. JAMES 7 


have, case in were 2umerous 


on Sept. 19, 


the slow 


progression of 


April 1945, 


did 


toms 


A Case for Diagnosis (Dermatitis Herpetiformis?). 
Presented by Dr. Takeo Fuyir (by invitation). 

1). I., a Japanese girl 11 months old, was first seen in 
\ugust 1944, because of a generalized vesicular erup 
tion which had appeared two aveeks before, immediately 
following a circinate macular rash, associated with fever 
and a running nose, which was thought to be measles. 
The 4 mm. to 2 cm. in 


vesicles from 2 or 3 
diameter fluid. The only 


ranged 
were 


and filled with clear 
areas spared were the back, from the shoulders to the 
buttocks, and the mucous The child 
had chickenpox in May but had otherwise been in good 
health. There was a leukocytosis with a count. of 
15,000 cells, with 5 per cent eosinophils, and the vesicle 
per cent eosinophils. A culture 


membranes. had 


tluid showed about 5 
irom a vesicle showed a few colonies of Staphylococcus 
familial 


aureus. There was no history of an allergic 
background. 

The baby was hospitalized and given sulfathiazole and 
the 


(to 0.5 Gm. six times a day) to maintain the 


improved steadily after dose had been. sufficiently 


mcreased 


blood level at about 5.9 hundred cubic centi 


mg per 


neters, The lesions did not completely clear, however, 


ind when the dose was raised to 1 Gm. every four 
hours the baby had an attack of syncope from whicl 
she had to be revived by artificial respiration. The 


level of the blood at this time was 14.8 me. 
After sulfathiazole w: 


sulfathiazole 
hundred cubic centimeters. 
given for tl 
patient was then given penicillin intramuscularly, 10,000 


per 


ree days the lesions recurred. Thi 


units every tour hours for three days, during which time 


the white blood cells count remained around 18,000 
cells per cubic millimeter and the eosinophils around 
5 per cent. The lesions did not respond. After this 


succinylsulfathiazole was given, also without effect. All 


medication was discontinued for three davs before het 
resentation today, and the white bk 


od cell count today 


11,000 with 123 cent eosinophils. 


DISCUSSION 
\ JOHNSON I first saw this 
Ie Kaul ini. Children’s Hospit 
ind at that time she n extensive impetig 
I thought was the prima diagnosis. I now fe t 
IS Was sec ary to dermatitis herpetiformis. I agre 
with the diagnosis as presenied 


GY AND SYPHILOLOGY 


WAYSON What about sens 


Dr. James T. 
iodides 
Dr. Harry L. ArNoip Ir There is 


enough area of normal skin on this baby 1 


i pat test with potassi iodide al tire 
tivity and severity of the disease have | 
Ing tor sensitivity to 1odides by the al re 


H. RosentHAL, M.C., A.U.S 


Capt. | 
s pyridine has not been tried: it is my 
that that is the sulfonamide compound of « 
diseas 

1) Hakry | ARN ] Chat is the 


the literature. My own experience is that sult 


od deal less 


is just about as effective and a g 
reaction 

Capt. L. H. RosentHat, 
ther a test for 
elimination diet, for example 


product 
allergy has been given 

Dr. Takeo Fuyi (by invitation): Yes, the 
tried on a diet of water for twenty-four hours 
by the addition of one food at a time. There 
in the eruption during this period. 


Capt. HERBERT MC, AGS 


eruption is indeed dermatitis herpetiformis, t 


change 
LAWRENCE, 
third mfant I have seen with the disease in a sit 
I think perhaps many of us not 
thinking of dermatitis herpetiformis as an affl 
infants. 

Dr. Harotp M. JOHNSON: 
allergy in the family? 


are accust 


What history is 


Dr. Takeo Fuji (by invitation): The fat 


al eruption of some sort from alcoholic beverages 


an uncle gets angioneurotic edema after 


glass of beer. 
sensitive to orange juice, but I have not been 
confirm this. 

I think that the 


Dr. Harry L. ARNOLD JR.: 
of penicillin in adequate dosage to affect this patient 
extremely interesting. I had supposed that pent 


vould help in most, if not in all, cases of 


herpetiformis 


LOS ANGELES DERMATOLOGIC 
SOCIETY 


GOECKERMAN, M.D., Cha 


Wittram H. 


CLEMENT E. Counter, M.D., Secreta 


June 13, 1944 


Chloasma Uterinum. Presented by Dr. H 
LINDSAY. 
M. A., a woman aged 30, had a goiter 


eleven years ago and has had fainting spells sin 
years ago she had a laparotomy. A physician 


that she is still having menopausal symptoms. 


Pigmentation 


began six month 


egion of the left cheek, and it spread t 
cheek and down the face ‘| he rine Vas nol 
lesions consist of macular brown defined 1 

ng most of the forehead and a portion of t 
The brown color of the lesions is evenly dis 

Dr. M. E. OBERMAYER: There is 

ophorotomy ; the patient menstruates scanti 
crine therapy may perhaps influence the ¢ : 


he drink 


The mother thought that the baby 


AL 


58 ARCHIVES OF DEKMATOL(C 
Irvin L. Titpen (by invitation I have never 
scen a Weltmann coagulation band higher than 9, and 
the only coagulation bands of 9 that I ever saw prior 
to this one were in cases of cirrhosis of the liver eee a 
Dr. Harotp M. Jounson: Have you made a deter- 
mination of calctum-phosphorus balance: 
Dr. Harry L. ArNotp JR No, we have not te. 
1) H M. JotrNson Bismuth hydroxide 1 
heing used for scleroderma. I belicve that the dose ts 1 
sumilar to that of bismuth subsalicylate — 
TO- 


CAL 


NKER K. JENSEN: In the Year Book of Der 

and Syphilology for 1936 there is a summary 
ticle by Dr. Ferdinand Hoff in which he states 
hat abnormal skin pigmentations are du 
cy of vitamin ¢ In the Year Book ot Der 


and Syphilology for 1937, there is an article 


+ 


Theodore Cornbl in which he also called 

to the role v C plays in pigmentat 

the basis of these two articles that I ve 
rbic acid t patients who have « oasma Ir 
of my patients [ felt that there had been a 
ovement with a high intake of ascorbi 


suggest that this patient be given such treatment 


-ythema Annulare Centrifugum. Presented by Dr. 
NETH L. Stout. 


a man aged 51, has always enjoyed good 
One year ago he was complaining of a “bunch 
gworms.” The original lesions developed on the 
gh, later spreading to the other thigh. Lesions 
left forearm appeared two days ago. The erup 
nes and goes, unaffected by treatment and recur 
the same areas. The onset was eighteen months 
[ have observed him six times since his first 
Individual lesions begin at a point, enlarge periph- 
heal in the center and after a longer or shorter 
usually several weeks, they clear up completely. 
uent mild pruritus is experienced. 
general appearance is that of a well developed 
ll nourished middle-aged man in excellent health. 
the patient was first examined, lesions were dis- 
ted over both thighs, on the inner and anterior 
ts, and on the left forearm. There are seven 
ns now; 3 are on the left thigh, 2 on the right 
and 2 on the left forearm. They are annular, 
rm and serpiginous, having a pink smooth ele- 
palpable margin which encloses a less elevated 
ented, slightly crinkled and scaly surface. Lesions 
in size from 2 to 10 cm. in diameter. 
scrapings of skin from lesions exhibit no mycelium 
res. Phenolphthalein was given in a trial dosage, 
did not excite new lesions. 


DISCUSSION 
ROGERS WAKEFIELD: When one sees eruptions 
, It is difficult to decide whether they are per 
erythemas or are erythema multiforme. I ha 


veral patients recently who showed lesions with 


nd annular figures clearing in the centers. Two 
stories of asthma and infantile eczema. Onc 
an allergic background in this type of case. 
ENNETH L. Strout: This is the type of case 
one keeps wondering what the cause is. I 
ver found anything I considered the cause in 
s I have observed. In the last year I have 
f them was con 


such eruptions. Every one « 


worm and treated as such, by either the 


the referring physician 


erative Late Syphilis of the Throat (Good 
Results from Treatment with Penicillin). Pre- 
by Dr. Paut D. Foster. 


P., a white man aged 359, had a chan five 
cated 2 in (5 cm.) to the 1 { 
enis, in the region over the right externa 
Sin eeks S lesions de 
mont] +] inal 
tc] Lile¢ original inte on 
mall area of soreness in his throat ( 
ulcerated, and the 11Cé€ enlarged to abou 


He has received continuous weekly 


llameter. 


antisyphilitic therapy for the past five years. He also 
had eight treatments of fever therapy before April 
1944 In April 1944, the serologic reaction of the blood 
] \ positive 
\n irregular-healing indurated ulcerated has 
involved almost the entire left posterior portion of the 

rvnx, the left tonsillar and buccal areas and_ the 


2.5 cm. above the base of the 


soft palate There is a scat 
penis. The blood pressure is 158 systolic and 90 diastoli 
There is some hoarseness. Two months the 
Wassermann reaction of the spinal fluid was negative 
The colloidal gold curve was normal. 

\ biopsy specimen from the throat on microscopi 
examination showed no evidence of a_ histologically 
specific type of inflammation. There -was no evidence 
of malignancy. 

Beginning on May 16, 1944, the patient received 
penicillin, 100,000 units daily for ten days, in a dosage 


of 20,000 units every three hours given intravenously. 


DISCUSSION 


Dr. SamueLt Ayres: I believe that this sort of case 
of therapeutically resistant syphilis is extremely rare. 
I have never encountered one, but if the history given 
is correct and the patient has received antisyphilitic 
therapy at a reputable clinic the effect of penicillin in 
this case seems rather striking. I think that it is 
worthy of report. I should also like to ask whether 
any one who has been checking up on the results of 
penicillin in the treatment of syphilis has seen any effect 
of the drug on neurosyphilis. 

Dr. Motteurus Couperus: A similar case was re 
ported at Mayo Clinic six months ago with a late 
syphiloderm, treated with penicillin, which also cleared 
up in a short time. 

Dr. Paut D. Foster: This is the first patient 
with syphilis I have treated with penicillin. In view 
of the fact that he had had six years of antisyphilitic 
therapy and four separate courses of hyperpyrexia with 
no apparent permanent benefit, this case is a rather 
striking example of the almost miraculous effects of 
this new therapy. I gave him 100,000 units a day for 
ten days. At the end of three weeks all the ulceration 
had disappeared, and the patient complained of a dry 
throat as a result of the permanent scar tissue resulting 
Irom the cure of the gummatous le s1On 


Pseudopelade. Presented by Dr. A. Hate. 


W. A. S., a white man aged 42, first noticed loss of 
lair in a mnickel-sized patch on the left temple one 
year ago. Some regrowth of the hair took place. 


ared on the top of the scalp without any regrowth. 
He is the proprietor of a woman’s apparel store. His 
general health is excellent. The top of the head shows 


llumerous separate and confluent small round and oval 


areas with complete loss of hair. These areas vary 


rom 3 to 15 mm. in diameter, but the majority are 
smaller than 10 mm. in diameter. The skin of the 
nvolved areas is pinker than that of the uninvolved 


irt of the scalp. Only an occasional dilated follicular 
present. \lthough no definite evidence of 
tr s visible, each hairless area seems palpably 


) ut in a saucer-like depression. No “excla 
tion point’ hairs are present, and there 1s no lanugo 
lergrow or other evidence of regrowth. Phe 
eal of the involved portion of the scalp has 
remained unchanged since it was first examined, two 
onths ag 
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60) ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 
A Case for Diagnosis (Ulerythema Acneiforme?). Dr. Clement E. Counter: The first case is 


Presented by Dr. KENNETH L. Stout and Dr. M.  pseudopelade, with no pustular lesions nor other « 

FE. OBERMAYER. of inflammation. I favor the diagnosis of f 

J. W. F., a white man aged 53, was first examined decalvans for the second case. 
one year ago. He was complaining of bald areas 
involving the scalp and the beard. Each lesion began 
as a slightly raised red eruption, progressively spread- their clinical characteristics; therefore, a student 
ing away from the center and having an active border, 
from which pus could be expressed. The central that treated patients may have lesions that lo 
areas became hairless, smooth and flesh colored. The what similar to one another and that a_ hist 
first lesion developed fifteen months previous to the from a biopsy study may determine the diagn 
patient’s first visit. It was on the left side of the scalp, Dr. KenNeEtTH L. Stout: I think that the first 
followed within six or eight months by lesions on the js one of pseudopelade. The second, puzzled 
right cheek, and two or three months later a lesion when I first saw it, about one and a half years 
occurred on the left cheek. The patient had been under | was at a loss to classify it. The first diagn 
the care of a dermatologist for two and a half months occurred to me was lupoid sycosis. An interesting 
in 1937 for “ingrown hairs” on the right side of the ture is the occurrence of scarring alopecia on hot 


Dr. H. C. L. Linpsay: Lupus erythematosu:. 
and pseudopelade which have been treated lose »ar 


amining the areas of atrophic alopecia should bh 


neck. This area healed after ten roentgen ray treat beard areas and the scalp. The lesions of the s 
ments had been given. had a few pustules near their margins. Giant 
The man is well nourished, and his general physical ere more conspicuous when I first saw the cas 
examination revealed normal conditions, except for cu-  |esions in the area of the beard did not | 
taneous lesions. The scalp in general appears clean and activity during the period of observation. Th: 
covered with gray hair, except for four areas of alo on the right side of the scalp appeared inactiy 


pecia, varying from 1 to 3 cm. in diameter. An oval — first seen, but now they have pustules. The les 
area 3 cm. in diameter is in the left parietal-occipital = yot respond to bismuth or gold therapy. 


region. It is smooth, white, atrophic and slightly de- : 1: 
Dr. M. E. OpermMayer: I believe that the 
pressed. A few hairs are present, and a few pitted , 6 AS 
in the second case corresponds to an entity descr 
scars and scattered giant comedos are present near 4 
us : fais by Unna, Rille and Gans termed “ulerythema 
the margins. The border is slightly elevated, and pus 
forme. Chis is characterized by the formatior 
can be expressed from some points. Over the right 
erythematous papular plaques, which spread peri 
parietal area there is a chain of three bald lesions, the 
: : : \iter reaching a certain size, the erythema fa 
largest being 3 cm. in diameter. The margins of these 
comedo formation and atrophy set in.  Eventua 
areas are inactive and noninflammatory. Both cheeks 
uniformly atrophic scar is left. The section preser 
are involved with irregular areas of alopecia, each th ti 
conforms with the microscopic picture describ 
laving a depressed atrophic surface and a slightly pig ae ; ; 
yP (Gans: namely, hyperkeratosis of the epidermis 


mented margin. One lesion is raised and red on th +e at ; 
: ed ed on the “hair follicles, moderate but defined acanthosis 
right side of the neck, and this lesion, the patient states, 

: : : : ginning atrophy as evidenced by the disappearan 
looks like the other lesions of the cheek when they 
les} the rete pegs, large comedo-like keratotic 
vegan. <A lesion on the right cheek measures 3.8 by - : ; 
.2 cm.; belo lis, 1e base ie neck, there is = 

the base of the neck, there lymphocytes, some edema and rarefaction of the 
a circular area 3.8 cm. in diameter. On the left check 
: 15 bv 12 part of the dermis. I am glad that several men 
‘re is an area 1.5 by 1.2 cm. ; 
remarked on the resemblance of this disease to 
> was al. re were < mber 
he was lere were erythematosus. The similarity in location and in 
oi erythrocytes, and the amount ot hemoglobin was > lesions j ovestivt 
he have studied and treated the patient from this point 
negative. — a eee _ view. So far, the disease has not responded to g 
The patient had typhoid in 1912, bursitis of the left therapy. Inoculation of a guinea pig with excised ti 
shoulder in 1928, extraction of all his teeth in 1928, a from one of the lesions did not produce path 
tonsillectomy in 1930 and a period of nervous exhaustion — changes visible at autopsy. That the disease seem: 
for two or three years beginning in 1935, : represent an entity of its own is brought out by 
siopsy showed epithelial cystlike formations filled — ential diagnosis: In pseudopelade clinical signs 
with degenerate epithelial cells, extending down from fammation are absent: folliculitis decalvans lacks ! 
the epidermis into deeper parts of the cutis. Much characteristic comedo formation; folliculitis keloidali: 
round cell infiltration surrounded these structures. characterized by keloidal scars. We believe that 
Six injections of bismuth subsalicylate in oi! had no are dealing with a rare entity, the etiologic features 
effect on the eruption. Twelve intravenous injections which are vet unknown. It is interesting that 
of gold sodium thiosulfate seemed to have no significant histologic picture of the disease is not unlike that 
effect, although the patient thought that fewer pustules countered in the acneform dermatosis produced 
occurred on the left side of the scalp, which has been chlorinated hydrocarbons. 
the only one showing activity while under observation. 


Multiple Sarcoids (Boeck). Presented by 
DISCUSSION OF THE TWO PRECEDING CASES FLETCHER HALt. 

Dr. Pau D. Foster: The first case is rather typical In D. C., a white woman aged 36, the first le 
of pseudopelade. There are no papules or erythema, occurred two years ago, just above and _ posterior 
and as far as I could see there was no atrophy. I am_ the left iliac crest. It was pink at the ons 
not sure about the diagnosis in the: second case. It gradually it turned brown. Later similar lesior 
seems to me that the atrophy of the areas of the scalp appeared in the pubic area. Two lesions are 
and face suggests lupus erythematosus. The patient scalp, and others are scattered on the trunk. The n 


stated that these erythematous lesions disappeared about recent lesions are on the upper lip. There are 10 § 

a month ago, after he had received gold therapy. jective symptoms. No treatment has been appl! 
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SOCIETY TR. 


re no history of tuberculosis in the patient or in 
ily. She has had alopecia areata at intervals 
the past three years. 
eneral appearance is that of a woman in normal 
In the left flank there is a 1 by 2 cm. regular 
lered oval plaque, which is smooth and slightly 
udent 1. The center feels more compressible than 
Ye War surounding skin, and it is pale and atrophic, while 
Ok 5 main portion of the plaque is a café-au-lait color. 
( sa patch on the right side of the back of the neck 
| in every respect to the first, except that it is 
alf the size. The anterior aspect of the right 
zz ied nm majus shows a dime-sized round patch which 1s 
ears ag to the others but does not show as much pig 
e greater proportion of the center of this patch 
sting and atrophic, and no hair is present. Similar 
t s well defined lesions appear on the leit labium 
ind on the left side of the scalp. The right halt 
pper lip is the site of one large and one small 
sized lesion, both of which are slightly elevated 
pink rather than pigmented. There is the sug- 
of a depressed center in the lower larger lesion 
sy showed several small sharply defined masses 
elioid cells and a few giant cells. Deeper in the 
re were a few scattered giant cells. Few leuko 
ere seen in the section. A later report of the 
ray examination of the chest described thi 
of miliary lesions throughout the lung paren 


DISCUSSION 


2. PauLt D. Foster: I think that the lesions in the 
area are suggestive of granuloma annulare. The 

ns on the body and in other areas are not as 

but they certainly could be a diffuse type of 

imuloma. The slide was compatible with the diag 

s of granuloma annulare, and that is my diagnosis. 
kk. SAMUEL AyreES: I think that the color, consis 
and distribution are all compatible with the diag 


en sis Of sarcoid. 


7 


RoGeRS WAKEFIELD: I agree with the diagnosis 
rcoid. A new lesion on the right shoulder is more 
; cal of sarcoid than are the older lesions. 
to g Epidermolysis Bullosa Hereditaria. Presented by 
1 tiss Dr. ANKER K. JENSEN. 

Ml. L. M., a white infant aged 13 months, had vesicular 
soon after birth. These have occurred in crops 

r since. The infant’s father has had a similar erup- 
intervals since his infancy. 


fall \umerous vesicular lesions are present on the face 
i y@gped the extensor surfaces of the hands. Some are 
res isted; others show recent healing. A few lesions are 
led in the center but still have a crusted border. 
t ere is slight atrophy of the skin in the site of healed 


The sites of some healed lesions are pigmented. 


DISCUSSION 


SAMUEL Ayres: This eruption does not seem 
iit the typical picture of epidermolysis bullosa. It is 
lespread, even involving the mouth. In the case of 
father there has been no loss of finger nails or toe 

nails, even though he has had the disease since infancy. 
€ present eruption in the father is around the neck. 
is suggests a chronic benign familial pemphigus rather 

an cpidermolysis bullosa. 

s Dr. ANKER K. Jensen: I believe that this is epi- 

‘mo ysis bullosa in which the lesions are sparse and 


INSACTIONS ol 


do not lead to atrophy or scarring This patient 
presents characteristic bullae, and, from what the mother 
states, they often follow known traumas. I shall be 
glad to present the patient at a later date. 

Dr. SamMuEL Ayres: Why does the father not lose 
his finger nails and toe nails 1f he has had the disease 
all his life? 

Dr. W. H. GorecKerMAN: I think that one sees all 
gradations of epidermolysis bullosa. The types differ 
materially. Like Dr. Ayres, ] am not sure that this 
is a case of true epidermolysis bullosa. 

Dr. ANKER K. JENSEN: What procedure should | 
follow to verify such a diagnosis? 

Dr. M. E. OBERMAYER: 
porphyrin metabolism might be of value. 


Biopsy and study of th 


A Case for Diagnosis (Pigmented Purpuric Lich- 
enoid Dermatitis of Gougerot and Blum) 
Presented by Dr. CLeMent FE. COUNTER. 


E. B., a white woman aged 28, began to have a brown 
patchy eruption on the sides of the feet four years ago 
The eruption has been macular throughout its cours« 
Its onset was during the first summer she lived in 
Hartiord, Conn. Before going to Hartford, she had 
always lived in Buffalo. Gradual extension of the erup 
tion has taken place in the past two years. The present 
appearance is that of irregular brown macular lesions 
on the sides and tops of the feet and on the ankles and 
legs to a level of about 10 cm. above the ankles. Indi 
vidual lesions are 6 to 8 mm. in diameter, irregular in 
outline and often confluent. In places there are smooth 
slightly depressed atrophic lesions 2 to 4 mm. in diameter 
and in other places dark red telangiectatic points and 


lines. There are no palpable varicose veins of the 
legs. A Kline test of the blood elicited a negative 
reaction. Biopsy showed dilated superficial veins and 


proliferation of connective tissue in the cutis. There 
was an infiltrate of both lymphocytes and leukocytes. 
Basal cells of the epidermis were pyknotic. 


DISCUSSION 

Dr. WiLLIAM MULVEHILL (by invitation): I believe 
that this is a case of Majocchi’s disease because there 
is a lack of lichenification which is ordinarily seen in 
the Gougerot and Blum disease and because of the fact 
that on the histologic slide I observed in several places 
a considerable distention of the capillaries. This is 
not seen in the lichenoid dermatosis suggested by Dr. 
Counter. 

Dr. SAMuEL Ayres: There is something about the 
case that is not entirely clear to me, because on close 
inspection the areas showing the present purpuric type 
of lesions are interspersed with many little scars. Yet 
the patient states that she has not had any ulcers or 
pustules. However, there must have been something 
that caused those scars. It seems that there may have 
been a toxic eruption, possibly a tuberculid-like manifes 
tation. I think that tuberculin tests would be in order. 

Dr. H. C. L. Linpsay: The largest scar was caused 
by trauma. The other scars are slight. In appearance, 
the location of the involved area can be covered by 
half-length riding boots—i. e., the eruption extends 
over the vamp and halfway up the shin. The sharply 
conspicuous line of purpura terminates at a level with 
the top of such a boot. An area on the ankle of the 
right foot forms a perfect circle. Other indistinct 
circles are visible. The diagnosis of Majocchi’s disease 
seems correct. 

Dr. M. E. OserMaAyer: I am inclined to call this 
eruption Majocchi’s disease. Ultimate atrophy is part 
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62 ARCHIVES OF DERMAT' 


and therefore aids in confirming § the 
It is certainly not a lichenoid dermatitis. 

ENT E. Counter: I was unable to see 
haracter to the distribution of other 
would have been presented as one of 
annularis telangiectodes. When it began, four 
restricted to the sides of the 


esions may be simple excoriations, because 


any 
lesions ; 


tne case 
purpura 
years ago, it was feet. 
Some ot the | 
the patient also has insect bites. 
Necrobiosis Lipoidica Diabeticorum. Presented by 
Dr. SAMUEL AyREs JR. 

B., 
the shins for two years. 
traumatic injuries. She has had diabetes for six years. 
rhe present treatment of her diabetes includes the daily 


use of 40 units of protamine insulin. 


a white woman aged 21, has had lesions on 
These lesions seemed to follow 


Her general appearance is that of a normal young 
woman. The lesions are limited to the shins and con- 
sist of irregular vertically oval areas. The lesion on 
the left shin is an oval area about 4 inches (10 cm.) 
long. The right shin has two separate lesions. All 
lesions are brownish red with a translucent appearance. 
There is telangiectasia in places, and there also are 
numerous pinhead-sized whitish, almost milium-like, 
macular points. The surfaces are superficially atrophic. 


DISCUSSION 

Dr. WittiAM MULVEHILL (by invitation): I agree 
with the diagnosis, but I should like to have congo red 
injected into some of these lesions because they have 
the appearance of an amyloid disturbance. I think that 
this might be enlightening. 

Dr. KennetH L. Stout: There may be localized 
amyloid degeneration, evidenced by the yellowish brown 
plaques. 

Dr. M. E. OperMayer: I cannot see how 
can arrive at a diagnosis without biopsy. 
tion of.amyloidosis is constructive. 

Dr. SAMUEL Ayres Jr.: As yet there has been no 
opportunity to perform a biopsy. I think that the 
location is characteristic. An unusual feature the 
presence of milium-like bodies within the lesions. It 
is my impression that aside from attempts to control 
the diabetes there is no valuable local therapy. There 
seems to have been a slight improvement by the local 
use of roentgen 


any one 
The sugges- 


is 


rays. 


Infectious Eczematoid Dermatitis (Resistant to 

Therapy). Presented by Dr. CLEMENT E. Counter. 

E. B., a man aged 58, began to have itching lesions 
over his body about six months ago. The scratching of 
these itching spots, known to him as “hives,” produced 
excoriations in various places. The excoriations of the 
old scar on the right leg failed to heal. About four 
months ago he accidentally stepped through a hole in 
the floor, further traumatizing his legs. At present, the 
legs covered uniformly with a weeping crusted 
The margins are sharp at various places, such 
as near the knees and on the dorsa of the feet. TI 
are round and oval scaling patches on the anterior parts 
of the thighs and on his back. 


are 
eruption. 


1eTeE 


The Wassermann reaction of the blood was negative. 
The urine contained a moderate amount of albumin. The 
hemoglobin content was 15.8 Gm. per hundred cubic 
centimeters, erythrocytes, 5,870,000 and leukocytes, 
14,900, of which 76 per cent were neutrophils, 23 per 
cent lymphocytes and 1 per cent monocytes. 

Various treatments have been tried in the past three 
months, including continuous application of wet dress- 


OG) AND SYPHILOLOG)$ 


ings of a solution containing approximately 0.25 | 
zinc sulfate and 0.12 per cent cupric sulfate 

water). Later toot baths of the same soluti 
administered. Soaks in potassium permanganat 
tion (1:8,000) were used. Oleovitamin A 
U. S. P. units daily, has been given with 1 
tablets. Six roentgen ray treatments, each 75 
given. A shake lotion was applied locally wl 
tained 10 per cent each of talc and corn starc} 


per cent glycerin in lime water. Powdered sulfar 


and petrolatum dressings have just been used 
ankles Intravenous injections of calcium 
were given three times a week. A lotion cor 


glycerite of tannic acid in hamamelis water | 


used locally, well as sulianilamide sult 


as 


in alcohol as a lotion. 


DISCUSSION 


Dr. Paut D. Foster: It seems to me that | 
potassium permanganate solution (about 1:2 
1: 3,000) would help this man a great deal. In 
to this, supportive therapy, such as vitamins a1 
must be*taken into consideration. 


Dr. Kennetu L. Stout: I suspect that an int 


may be found in the urinary system, either the bla 


or the prostate, which may be the sensitizing 
Local treatment, of course, is a problem. 
Dr. Rocers WAKEFIELD: In this type of case | 


that it is worth while using the autohemic therapy 
I was interested in the fact that the dermat: 
on the right leg developed on an old scar. I coul 


tensively. 


see the scar well, but I think that it would be 


while for one to take a roentgenogram of that part 
his anatomy to see whether there is any low grad 


fection in the periosteum or the bone. 
Dr. ANKER K. JENSEN: 


As a therapeutic meas 


I suggest potassium permanganate baths and local aj 


cation of 2 per cent solution of gentian violet med 
followed by 5 per cent boric acid ointment. 


Dr. SAMUEL AyRES JR.: This eruption represents 
extensive staphylococcus infection on the legs wit 
The patient appar 
had hives and in scratching himself infected the 
scar on his leg, and the infection gradually spre: 
will 
I do not know whet 
ointme! 


secondary id reaction elsewhere. 


involve the whole leg. Infections like this 
stand too vigorous treatment. 
he has had treatment with 
not, but I should be somewhat 
have sensitized him. 
ot saturated solution of boric acid together witl 
ings with gentian violet medicinal, then apply 
cent boric acid ointment and continue with gentiat 
medicinal. 

Dr. M. E. OpermMayer: I am that th 
mendations of Dr. Ayres for local treatment art 
Yet I should emphasize not the factor of infect 
rather that of the high degree of sensitization 
undoubtedly present. Hence general desensitizing 
sures, such as autohemic injections, therapy a1 
generalized ultraviolet irradiations in slowly 
doses, appear indicated. 

Dr. W. H. GoECKERMAN: 
have had the misfortune to 
cases within the last year. 
war conditions might be a factor, possibly the 
Most of the patients had been treated elsewher¢ 
no results; nor did I get any satisfactory res} 


sulfathiazole 


afraid that it 


sure 


Probably by chi 
see a good many of 


I would give him some wet | 


t 


The eruptions seemingly cleared up temporarily by 


method of treatment or another and then would r 
in an acute manner. I looked on them as a < 


My first thought was t 


ait 


OL the 
diagnos 
Dk. 
| 
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eT 
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eczematoid dermatitis and at first wondered 


occupational factor might be responsible 
my patients belonged to all classes, and | 
find a common denominator to account fot 
surprised that none of the other members 


so many ot them. I was rather impressed 


patients were nervously overtaxed and high 
this suspicion is vague, and blaming the 
e nervous system may be putting the cart 
horse. The.ordinary infectious eczematoid 


+ 
} 


_ as described by Engman, is, of course, rather 
ind if one can find the focus of infection is 
imenable to treatment. My results in these 
not been satisfactory, and I doubt that Dr 
vill have a good response. If he should be 
I should like to hear from him at the next 
STANLEY ANpERSON: I should classify the dis 
an infectious eczematoid dermatitis. I under 
at it started on his legs as an infection super 
i on a vascular stasis. 
WILLIAM MULVEHILL: Dr. Urbach believes that 
patients have become sensitized to the products of 
n cell destruction. No matter what is done for 
id eruption develops over the body. 
CLEMENT E. Counter: The possibility of a stasis 
was considered, and I used a fixed dressing 
Unna’s paste. The dressing had to be removed in 
than one week because of increased discomfort. 
process had extended under the fixed dressing. 
potassium permanganate solution that has been used 
a 1:8,000 dilution. This man has had sulfa- 
ole powder on his ankles, with a plain petrolatum 
sing to hold it there. Sulfathiazole crystals were 
tified in the urine four days after that treatment 
instituted. The lesions have never exhibited thick 
lent exudate. 
W. H. GorcKeRMAN: I have tried the sulfon- 
le drugs, but they did no good. 
SAMUEL Ayres: Sulfonamide drugs have a 
ency to sensitize such a patient. 
H. C. L. Linpsay: Sulfathiazole ointment seems 
ise more allergic reactions in my own patients 
he sulfanilamide ointment. 
—It was later reported that this patient improved 
tly after three transfusions of whole blood (1 pint 
.| each) and the intramuscular injections of 
of liver (2 U. S. P. injectable units to each 
centimeter). Boric acid solution and 5 per cent 
id ointment were the local applications. He 
hospital in one month and was entirely well 
months. 


upus Erythematosus. 
} MAYER. 


Presented by Dr. M. E. 


a white woman aged 43, had an erythematous 
on the right ear six months ago, which slowly 
to the other ear, the neck and the back. The 
tive sensation was mainly that of burning. Local 
which included roentgen ray treatment, was 
benefit. Five months ago an acute, edematous 
thematous eruption covered diffusely both ears, 
sky erythematous maculopapules of the erythema 
rme type, varying from 0.5 cm. to several centi- 
in diameter, were present on the nose, the neck 


td the upper part of the back. With application of bland 


ments the eruption gradually disappeared but 


‘ta considerable degree of hyperpigmentation, espe- 


m the neck. Six weeks after treatment was 
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begun, the only active inflammatory lesions were tw: 


mall scaling erythematous macules on the right upper 
lid and near the left eve and an infiltrated plaque wit! 
indurated borders, 2 by 3 cm. in extent, in the center 
4 the upper part of the back. Several weeks 
recurrence of the eruption on the neck took pl: 
the exact site of the former lesions, in the form of a 
purplish erythema and tine scaling. Biopsy of such a 
lesion on the neck was performed. The eruption sub 
sided again slowly, and at this time the patient presents 
(1) hyperpigmentation on the site of former lesions on 
the neck; (2) the two small erythematosquamous 
maculopapules on the face and the indurated plaque on 
the back, which were previously mentioned. 

There were 3,600,000 erythrocytes and 11.5 Gm. ot 
hemoglobin. The leukocytes were normal in number 
and kinds. 


not reveal focal infection. 


Roentgen ray examination of the teeth did 
Biopsy showed follicular plugging, liquefaction ne 
crosis in the epidermis and a large amount of lymphati 
infiltrate in the corium. 


DISCUSSION 


Dr. Motteurus Couperus: The lesion on the back 
suggests erythema annulare. The lesion on the face 
was the one from which the specimen was removed fo1 
biopsy, and the microscopic picture is compatible with 
the diagnosis of lupus erythematosus. 

Dr. W. H. GoecKeERMAN: It seems to me that it 
would be hard to make a diagnosis clinically at. the 
present time. 

Dr. M. E. OpermMayer: This case presents several 
interesting features: (1) the acute onset in the form 
of an erythematous and edematous dermatitis, suggest- 
ing a drug eruption from iodides with features of 
erythema multiforme; (2) the spontaneous remissions 
and exacerbations occurring at fixed sites, which are 
likewise suggestive of a drug eruption, and (3) the 
combination of the superficial, hyperpigmented type of 
eruption with deep-seated lesions resembling granuloma 
annulare. I think that the histologic features of the 
section (follicular plugging, liquefaction necrosis and 
the massive infiltrate) leave little doubt as to the cor- 
rectness of the diagnosis of lupus erythematosus. It 1s 
the subacute form with a tendency to hyperpigmenta 
tion, a variety which does not have a good prognosis. 


Tuberculosis Miliaris Faciei (Rosacea-like Tuber- 
culid of Lewandowsky). Presented by Dr. M. 
E. OpERMAYER. 

J. H., a white woman aged 32, has had an eruption 
of eight or nine years’ duration on her face. It has 
been recurrent. There is only slight itching. 

The general appearance is that of a frail but healthy 
looking woman. 

Two months ago the rosacea oval of the face showed 
erythema, telangiectasia and occasional pustules. In 
addition, there were closely set small maculopapules 
only a few millimeters in diameter, which were level 
with the surface and reddish brown. These were 
present on the chin and on the surrounding parts of the 
neck. These lesions left brownish-yellowish papules on 
diascopic pressure. One month of treatment directed 
against rosacea resulted in the disappearance of the 
rosacea syndrome but did not influence the brownish 
yellow papules. 

A general physical examination by an internist did 
not reveal pulmonary tuberculosis. The tuberculin tests 
with 0.0002 mg. of purified protein derivative elicited 
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a doubtful reaction, but the reaction was positive when Vienna. He had then lesions similar to those 
0.05 mg. was used. today. Dr. Oppenheim told him to forget abou: 4 
Biopsy showed small collections of epithelioid cells The clinical appearance of the lesions suggests 

in the upper part of the dermis, unrelated to the follicles, blastoma. I was unable to see the tissue 
and a perivascular lymphocytic infiltrate. Probably the original lesions were not the s 
those seen today. 
DISCUSSION 
Dr. SaAmMuEL Ayres: I thought that the lesi 
Dr. WitttamMm MULVEHILL (by invitation): I, too, cally suggested lymphoblastoma, and yet the lor 
looked closely for the lesions. When the patient called tion would be against it. I am wondering 
attention to them, one could see them. On looking at there is a possibility of a type of sarcoma. 
the section, I think that the diagnosis is correct. There wonder whether the patient's diabetes could 


are circumscribed areas of epithelial cells which are toxic cutaneous manifestation to look like thi 
compatible with the Lewandowsky tuberculid. patient will bear further watching. 

Dr. STANLEY ANDERSON: T should like to ask whether Dr. W. H. GoecKERMAN: The clinical pictur 
this syndrome cleared up before the patient had_ the favor lymphoblastoma, but I do not know hy 
injections of the gold salt. that in with the history of all these years’ 

Dr. M. FE. OpermMayer: Yes. Treatment for rosacea It is an extraordinary case if one can eventual 
was given for the first few weeks, and only after the that the eruption is a lymphoblastoma. 
ordinary lesions of rosacea had disappeared was gold De. M. This case is 
therapy begun. I presented this case for two reasons because of the long duration and the evidently 
first, to illustrate the not infrequent combined occurrence — eourse of the disease, as I was informed by Dr. G 
of rosacea and tuberculosis miliaris faciei and, second, ¢ Andrews that the case was extencively stn 
to show the relative inconspicuousness of the lesions 1934 at the Vanderbilt Clinic. At that time, 
of Lewandowsky’s disease. Both features account for  ejeyated and firmly indurated plaques of a re 
their being unrecognized frequently. were present over the left parietal area of the s 


; while macular brownish scaly lesions involved t 
Lymphoblastoma. Presented by Dr. M. E. OBER-  peneath both axillas, the chest, the neck and the inguir 
MAYER. areas. Roentgen ray examination of the skull s! 
E. W., a white man aged 40, fifteen years ago noticed essentially normal conditions. Microscopic | sect! 
lesions beginning to appear on the scalp, which were showed many features suggesting mycosis fung 
characterized by their chronicity and lack of subjective and others suggesting Hodgkin's disease. Several y: 


symptoms. They did not differ essentially from the later the patient was seen by a physician in Los Ang 
ones which are present at this time. Periods of involu- At that time, not only the microscopic section but 
tion alternated with periods of recurrences, but his scalp the blood picture suggested leukemia of the lymphocyt 
never cleared completely. In March 1942 a lesion type. The prompt involution of the lesions foll 


similar to the ones on the scalp appeared on the lett roentgen ray therapy was considered another indicat 
temple. He has diabetes, which is now controlled. The of the correctness of the diagnosis. From the ri 

patient was thoroughly studied at the Vanderbilt Clinic, — section presented today, I consider the disease a lymy 
in New York, in 1933-1934. These examinations, as blastoma of the leukemic or pseudoleukemic type rat 
well as later periodic check-ups, did not reveal pathologic than true mycosis “fungoides. Whether or not 1 
changes other than those of the skin. patient’s diabetes is a factor in his cutaneous erupt 

The patient is a healthy-looking, well nourished man, remains doubtful. 

who has a macular lesion with a central scar from a 
previous removal of tissue for biopsy on the left temple. 
The lesion on the scalp has enlarged and is now in- 
filtrated. Ten months ago an indurated and _ slightly PHILADELPHIA DERMATOLOGICAL 
elevated plaque with a small livid surface, 2.5 by 2.5 SOCIETY 

cm. in extent, was present on his left temple. A well 
defined livid macular area, several centimeters in diam- 


CARMEN C. Tuomas, M.D., Chairman 


eter, was present on the right anterior aspect of the REUBEN FriepMAN, M.D.. Secretary 
scalp. A biopsy specimen from the plaque was taken y 
and the slide presented. After this procedure the erup- Sept. 15, 1944 


tion underwent partial spontaneous involution but  re- 
curred several months later in its former size. Within A Case for Diagnosis. Presented by Dr. ( 


five months of treatment, the plaque slowly disappeared. C. Tuomas and Dr. MarGaret’ J. GERLAC 
Two differential counts of the blood (in January and invitation ). 

ay 1¢ > > “he f > 
May 1944) showed no essential changes from the normal. J. R., a white woman aged 59, somewhat overweig 


Biopsy showed a massive infiltrate in all parts of presents atrophic, slightly brownish mottling 
the dermis, composed mainly of mononuclear cells which peck and on the extensor surfaces of the forearms. 0 
had large hyperchromatic nuclei and only a small amount the anterior aspect of the abdomen and on the back at 
of cytoplasm. A few cells contained mitotic figures. <cattered circinate and patchy infiltrated lesions, dusk 
There were also some larger cells with vesicular pale eq jin color. On the dorsa of the hands there a! 
nuclei. No Sternberg-Reed cells could be identified. annular lesions with infiltrated margins. In Mar 

Nine intravenous injections of colloidal sulfur have 1944 maculopapular brown-red lichenoid lesions dev 
been given, and 6 intramuscular injections of ethyl oped on the dorsa of the forearms. Some were annula 


chaulmoograte also have been administered. with depressed centers. The eruption spread to the né 
te and the upper part of the chest. Early in July 19+ 
lela dusky red plaques developed on the abdominal wa!! 4! 


Dr. MotteuRus Couperus: The man who saw this the back. These have become larger. The carlt 
patient first, fifteen years ago, was Dr. Oppenheim, in  lichenoid lesions disappeared, leaving slight atrop 
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ss of the plaques were performed on March 27 
24, and a histologic diagnosis of chronic non- 
ranuloma was made on the basis of focal 
ions of leukocytes with occasional Langhans 

t s. There was no evidence of fat deposits in 
: rel tions. The serologic reactions of the blood 
s) is were negative. A roentgenogram of the 
st normal. 
my d itient has been given thirteen weekly intra 
scular injections of 0.2 Gm. of bismuth subsalicylate 
applications of 2 per cent ichthammol in paste 
x ide. 
DISCUSSION 
2 CARROLL S. WriGHT: The lesions on the hands 
a mble those of lichen planus undergoing involution. 
<hibit central umbilication, and several are 
I suspect that the eruption on the abdomen 


nothing to do with that on the hands. The patient 
nflamed patch on the abdomen, and I questioned 
terest to learn whether she had applied any plasters. She 


t she had not, but the eruption looks like a 
tation producing urticaria-like lesions. 
1ed kx. HERMAN BEERMAN: I think the histologic struc 
is as near that of tuberculosis as one can expect; 
¢ Lt least there is a definite chronic granuloma. 


the s Raynaud's Disease; Syphilis of the Central Ner- 
inguir vous System. Presented by Dr. HERMAN BEERMAN 
sh and Dr. HENRY MorGAaNn (by invitation). 


T., a white man aged 43, thin and_ poorly 

shi rished, with a long history of peripheral vascular 

turbance, presents a grayish, circumscribed, oval 

ration about 6.3 cm. in diameter, with a grayish 

but nd irregular edges on the right ankle, associated 

generalized edema of the dorsa of both feet. This 

receded by a generalized patchy superficial scaly 

genic eruption in March 1944. It was associated 

gangrenous ulcer on the right ankle. The erup 

ired up quickly. The patient had a penile lesion 

21 and an indefinite history of secondary syphilis 

t time. There is a history of chronic alcoholism 

ympathectomy for Raynaud's disease was performed 

1939. The serologic tests of the blood for syphilis 

sitive reactions in 1939; the patient received eight 

ns of a bismuth preparation and. irregular treat 

‘AL nt with arsphenamine. Serologic tests in recent years 
e yielded negative reactions. 

Kolmer reaction of the blood on Feb. 24, 1944, 

nticomplementary; the reactions to the Eagle and 

Kline precipitation tests were negative. On June 20, 

logic tests resulted as follows: Kolmer Wasser- 

inticomplementary; Eagle, negative; Kline pre- 

tation, weakly positive, and Kline, negative. On 

1944 these results were observed: Kolmer, 32 

Ikagle, doubtful, and Kline, positive (2 plus). 

9, 1944, examination of the cerebrospinal fluid 

ealed: cells, 0; protein, 50 mg. per hundred cubic 

P timeters; Wassermann reaction, 1244, and colloidal 

rve, 1222210000. An examination of the cerebro- 

ae uid on September 6 revealed the presence of red 

gee | cells, a total protein content of 40 mg. per 

cubic centimeters, a Wassermann reaction that 

sitive (0112) and a colloidal gold curve of 


--211 10000, 
eve enkacy >2 
' ikocyte count on June 23 was 6,850. 
pa \ roentgenogram of the right ankle on June 27 
1043 Mee slight irregularity of the periosteum over the 
malleolus. The changes were minimal; there 
a . - . - . 
oli, 4s no evidence of any involvement of the underlying 
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Morphea-Like Scleroderma. Presented by Dr. Her- 
MAN BrEERMAN and Dr. HENRY MorGan (by invi- 
tation). 

C. H., a white man aged 31, pale, emaciated, partially 
crippled and very weak, presents an erythematous, 
scaly, nonelastic skin, which feels hard and immobile 
and is cracked and painful to the touch. There is 
atrophy of the muscles of the legs, ankles and feet, 
with complete loss of function of these parts. There 
are scattered pigmented plaques. The patient operates 
a knitting machine. He uses no tobacco, drinks beer 
occasionally and takes no drugs. He enjoyed excellent 
health until about three years ago, when, after “rheu- 
matic fever,” small, blister-like lesions developed on 
the feet and ankles. These blisters would break and 
form crusts. They were accompanied with pain and 
burning. Later there was considerable itching, followed 
by boardlike hardening and immobility of the affected 
parts, which resulted in loss of function of the feet 
and amputation of the right toe. The disease progressed 
and a tew months later involved the hands and arms, 
resulting in complete immobility and contracture ot 
both hands (claw hands). Patchy pigmentation and 
whitish elevated oval plaques are present on the chest. 

The patient has false teeth. His blood pressure 1s 
120 systolic and 80 diastolic. His pulse rate is 74 
and his respiration rate 22. His heart is not enlarged, 
and there are no cardiac murmurs. The liver and 
spleen are not palpable. Genitourinary examination was 
noncontributory. The pronounced muscular atrophy 
makes it impossible to elicit reflexes; sensation is 1m- 
paired for the same reason. The cranial nerves are 
normal. 

\ roentgenogram of the chest on Sept. 8, 1944 showed 
normal conditions. A roentgenogram of the knees and 
ankles on Sept. 7, 1944 revealed demineralization of the 
bones of the knees and ankles; the joint spaces were 
well preserved. The only abnormality noted was a 
certain degree of demineralization, such as is frequently 
associated with a diminished blood supply. Determina- 
tions of blood chemistry on September 6 showed: urea 
nitrogen 13 mg., sugar 110 mg. and uric acid 64 mg. 
per hundred cubic centimeters. A urinalysis on Sep 
tember 6 gave normal results, except for the presence 
of leukocytes. The Kolmer and Kahn reactions of the 
blood were negative. 

DISCUSSION 

Dr. HerMAN BeeRMAN: The values for calcium 
and for phosphorus were normal. Is it usual for sclero- 
derma to develop into a morphea-like type on the body 
after the appearance of diffuse lesions? ° 

Dr. Joun H. Stokes: That can occur. It can start 
with the sclerodermatous type on the fingers and de- 
velop into a morphea-like type, but it is unusual for 
scleroderma to start with sclerodactylia and produce a 
stiffening of the tissues of the face followed by diffuse 
development. I do not know whether the keloidal 
characteristics of the lesions of the chest were noticed; 
they were not at all like those of morphea or sclero- 
derma 

Dr. Carrott S. Wright: How much can be expected 
from neostigmine ? 

Dr. Carmen C. Tuomas: In our series of 2 or 3 
cases, the results have been good. The dose has to be 
pushed to 8 or 9 tablets daily, 7.5 mg. every three 
hours. When this is continued over three or four 
months, there is considerable softening of the infiltra- 
tion. 

Dr. Joun H. Stokes: I thought that I had pre- 
viously brought to the attention of the society the obser- 
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vations of two or three French dermatologists on the 
multiple and isolated 

Flood and I 


has done more 


use of bismuth in the treatment of 
morpheic lesions, in which Major 
been interested. I think that bismuth 
for multiple morphea than any other form of treatment 
I have seen used. The preparation first employed was 
a French preparation of bismuth hydroxide, which was 
procurable in this country before the collapse of France. 
Shortly after the French description of the response to 
bismuth, another observer obtained results with an iodine 
and bismuth compound; so we gave 1 of our patients 
iodobismitol with benzocaine (Squibb) and 2 an Ameri- 
can-made suspension of bismuth hydroxide. As _ far 
as we could see, the results with bismuth hydroxide 
were somewhat better than those with iodobismitol, but 
one of the reasons for this was that the patients were 
rapidly discouraged with iodobismitol the 
painfulness of the local reactions when injections were 


have 


because of 


not properly given. We do not begin to see results 
until after about ten to fifteen weeks of bismuth 
therapy. Then the involution in 2 of our cases was 


really beyond belief; I have not seen such results in 
processes before. The patients were 
young women. Another patient improves if she takes 
bismuth with sufficient intensity, but the process begins 


sclerodermatous 


to extend when she slackens up during a rest period. 
I prescribed mecholyl bromide in rather large doses in 
addition to the bismuth, and then she been 
better. She has, however, had to stop taking mecholyl 
because of vomiting. The bismuth therapy certainly 
is not infallible, but I have already begun to receive 
letters of inquiry from physicians who have seen some 
of the patients who have been treated at a distance, 
saying that the results are remarkable and wanting to 
know the details of the technic. I commend it as 
something to try. A course of fifteen weeks with two 
injections a week of iodobismitol is given; one injection 
a week of bismuth hydroxide must be given before the 
process begins to undergo involution. Then another 
fifteen weeks, or perhaps altogether three 
twelve weeks, is about as far as I have 
gone. In 1 case of lichen sclerosus with bandlike 
morphea across the chest, the result was exceptional. 
rhe patient improved so that she lost the sense of 
constriction; the band of morphea became soft and 
loose, and- the lichen sclerosus disappeared completely. 

Dr. J. V. Kiauper: In the early days of bismuth 
therapy of syphilis, I used bismuth hydroxide, which I 
prepared by suspending it in olive oil. 


since has 


course of 
courses ot 


The mixture 
vas sterilized and injected intramuscularly. 


Dr. JouN H. Stokes: This is an oil suspension. 


Tuberculosis Cutis; Lupus 
Osseous Tuberculosis. 


Vulgaris; Inactive 
Presented by Dr. CARMEN 


C. Tuomas and Dr. Marcaret J. (by 
invitation). 
R. R., a white man aged 44, well nourished but 


walk without the aid of canes, presents on 
the right cheek a scarred, atrophic lesion, in the 
periphery of which there are many nodules which are 
brownish red on pressure with a diascope. Similar 
translucent nodules appear on the helix and lobe of the 
left ear. The patient’s family history is negative for 
tuberculosis and other illnesses. At the age of 16 the 
patient was hospitalized for two years with tuberculosis 
of the spine. At that time a reddish, pea-sized nodule 
developed on the right cheek and enlarged slowly 
during the years. At first the patient was completely 


unable to 


paralyzed but after three years was able to walk with 
the aid of a brace. Roentgenograms of the chest 
. 


at no 


DERMATOLOGY 


SYPHILOLOGY 


AND 


time have shown evidence of pulmonary 1ny 


Later tuberculosis of the bone developed in 

arm, and in 1939 the left hip became invol 

1941 a right orchiectomy was performed for 

losis. The facial lesions continued to spread 

with development of new nodules and partial h p 
other sites. On the basis of a biopsy on May 1934 
of a specimen from the upper part of the | 
diagnosis of tuberculosis cutis was made. T! 

no evidence of caseation in the section. The 

Kline and Eagle reactions of the blood were g 


for syphilis. 

Treatment in the past has been carried out 
hospitals and clinics with roentgen rays and 
which produced a slight aggravation. Parts 
lesion have at times been destroyed by surgical 5 
trichloroacetic curettage and 
Ultraviolet irradiation has also been employed 
the nodular borders have been treated with soli 
flattening of tl 


acid, electrodes it 


dioxide, resulting in complete 
and excellent cosmetic results. 


MSCUSSION 


Dr. J. V. Krauper: saw the 
when his lupus was active and his 


what it is 


patient a 
vears ago, 
ance in striking contrast to 
made out extremely well. 


A Case for Diagnosis (Exfoliative Dermatitis 
Premycotic Mycosis Fungoides?). Present 
by Dr. STEPHEN WHELAN (by invitation 
B. P., a white woman aged 56, 

red skin with generalized weeping and scaling. <A fe 

small red nodules have appeared in the past few wee 

There is cervical, axillary and inguinal lymphader 

athy. The present illness had its year ag 

after her ninth injection of an arsenical, when gene 

exfoliation occurred. There was an exacerbation t 

weeks ago, although no more bismuth or arsenic \ 

given in the past year. A _ positive reaction of t 

blood for syphilis was found in 1943, and she was giv 

thirty-two injections of a bismuth compound. 

A complete blood count resulted in normal valu 
A urinalysis revealed 5 to 7 leukocytes per high pow 
field; the urine did not contain bismuth, 
porphyrins. A culture of the blood produced n 
hemolytic Staphylococcus aureus. Examination of t 
cerebrospinal fluid showed nothing abnormal. 1 
Kolmer, Kline and Eagle reactions of the blood 
syphilis were positive. The glucose tolerance te 
showed: fasting, 76 mg. per hundred cubic centimeter: 
at one-half hour, 128 mg., and at one hour, 134 mg 

The report on the biopsy specimen was as follows 
exfoliative dermatitis (7); premycosis fungoides (? 
parakeratosis, edema and acanthosis, somewhat pol) 
morphic infiltration. 


presents a bl 


onset a 


arsenic 


DISCUSSION 


Dr. BERNARD L. KAHN: This is a typical case 
exfoliative dermatitis following arsphenamine. 
patients were sent to our service at a hospital by 
physician whose practice it was to administer 9 de 
grams of arsphenamine per dose. They had practical) 
the same symptoms as described in this case, fainting 
after the first injection and appearance of ext 
dermatitis about a month later. 

Dr. JoHN H. Stokes: I might remark that 
was given penicillin in accordance with a 
exfoliative dermatitis which is a little different fro 
the usual arsenical drug eruption concept. My col 
leagues and I regard the arsenicals simply as the 


concept 


ne 
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igger mechamjsm in a good many of these 
as causes of true arsenical dermatitis but as 
s of hemolytic pyogenic infection to which the 
allergic or rendered allergic by the use of 
s. This is somewhat like the Milian biotropism 
e \ccordingly, this woman is being treated with 
bIs9 for a hemolytic staphylococcus dermatitis. My 
is to classify exfoliative dermatitis following 
arsenical drug as a sensitization dermatitis- 

phenomenon. 
RNARD L. KAHN: Would not exfoliative der- 
levelop in any person who was given a big 
arsphenamine, irrespective of how sensitive he 

to the drug? 
oHN H. Stokes: I should not say so; that 
been my experience. The size of the dose 
number of doses may have something to do 
but they are not the prime movers in the 
But just one dose would rarely produce a 
titis. When the enormous number of injections 
extremely high dosage in common use are con 
it is not primarily a function of dose, I should 


HERMAN BrEERMAN: It should be mentioned 
Schoch (Schoch, A. G.: J. A. M. A. 98:1367 
| 16] 1932) produced exfoliative dermatitis in a 
tive patient with the washings of arsenic leit in 
svringe and needle. In spite of its having been 
sent ished thoroughly, the traces of arsenic in that syringe 

sufficient to cause an exacerbation of exfoliative 
natitis in a previously sensitized person. 
\ fe MMANDER H. E. Twintnc (MC), U. S. N. R.: 
hat dosage of penicillin do you employ, and how 
ng is it used? 


ar ag De. Joun H. Stokes: The dosage of penicillin in 
gene taphylococcie infections of the skin is undecided be- 
mn thr ise we have not been able to get enough. However, 
lic \ have decided arbitrarily that we must use 200,000 
of t 400,000 units for four, five or seven days to get an 


S giv tect. That results in notable improvement. For 1 

tient with hemolytic staphylococcus infection with 
value tensive lesions in the mouth almost suggesting early 
pow mphigus, 1,200,000 units improved the eruption a great 
nic J. Another 1,200,000 units together with sulfathiazole 
d no insformed the clinical picture. The patient now is 
of t 73 to 85 per cent better. 

T ComMANDER H. E. Twininc (MC), U. S. N. R.: 
od t low long do you continue the dosage if you get no 
© est sults ? 
wana Dk. Joun H. Stokes: I would give up to 1,200,000 


Ie nits if the patient did not improve with 200,000 to 
‘OWS 2.000 units. Sometimes one sees a patient become 
: instead of better, in which case it is probable 
e is allergic to impurities in the penicillin. 
ComMANDER H. E. Twininc (MC), U. S. N. R.: 
mmonest reaction that we have seen is urticaria. 


Ast e have had only 2 cases in which we have had to 
Fi scontinue the drug in a series of 200. 

DY Joun H. Stokes: With hemolytic staphylococcic 
Get lections, I think that one is dealing with highly 
sae lergic persons and should expect more trouble with 


NE B® ther In the nonallergic person, urticaria is the re- 

In an article by Welsh and Rostenberg in a 
issue of The Journal of the American Medical 
s! sociation, there is an interesting study of sensitivity 


t tuberculin produced by penicillin. From that article 
fré € gets the impression that in.a number of persons 
col enicilin can produce a tuberculin type of reaction. Of 
ns! urse, the workers with penicillin are subject to allergy 
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all the time, but it is assumed that it is the processing 
of the impurities, not the penicillin. 


A Case for Diagnosis (Multiple Hemorrhagic 
Sarcoma of Kaposi; Granuloma Pyogenicum?). 
Presented by Dr. ANTHONY Sapetra (by invitation) 
and Dr. CARMEN C. THOMAS. 

T. H., a white man aged 48, presents on the inner 
side of the left foot, 3 cm. below the malleolus, two 
growths of different sizes. The larger is hemispherical, 
2 cm. in diameter, smooth surfaced, easily bleeding and 
attached to the base by a small pedicle. The smaller 
one is 1.5 cm. in diameter and has the same character 
istics. Both have a mushroom-like appearance. To 
gether with these two growths there is another one, 
which has an angiomatous appearance, on the plantar 
region of the left foot. In the popliteal region and on 
the dorsum of the right hand there are flat angiomatous 
All lesions have become painful lately. On 
the inner side of the left foot four months ago a small 
tumor appeared, which has persisted to date, growing 
continuously. At the same time, on the plantar aspect 
of the same foot there appeared a nodular lesion and 
in the popliteal region and on the dorsal surface of 
the left hand some red lesions. Histologic examination 
of a biopsy specimen from the left ankle suggested 


lesions. 


pyogenic granuloma (hemangioma;). One from the 


third finger on the left hand showed no -abnormalities. 


DISCUSSION 


Dr. J. M. Scuitpkravut, Trenton, N. J.: 1 think 
that this is a case of Kaposi’s sarcoma. It has been 
my experience that when some of these lesions become 
pedunculated and granulomatous and bleed easily, it 
assists to remove them. One of my patients had them on 
the skin, in the gums and on the tonsils. The lesions 
in the mouth responded to roentgen therapy. The ordi 
nary Kaposi lesions also responded to roentgenotherapy. 

Dr. CarmMeN C. Tuomas: Would you destroy the 
lesions with electrosurgery or roentgen rays? 

Dr. J. M. ScuitpkKravut, Trenton, N. J.: I used to 
destroy them on the skin with electrosurgery, and they 
healed beautifully. Those in the mouth I destroyed 
with roentgen rays. 

Dr. Carrot, S. Wricut: I think that the lesion 
could, be removed fairly readily from the foot and 
would probably heal, but of course he would get more. 
However, he would be much more comfortable for a 
while. 


Erythrose pigmentaire péribuccale (Brocq)? Early 
Rhinophyma; Tinea Vesicolor. Presented by 
Dr. JoHN W. LENTz. 

H. W., a white woman aged 35, moderately obese, 
with slightly prominent eyeballs, slightly enlarged thy- 
roid and moderate edema of the ankles, presents (1) red- 
brown hyperpigmentation of the center of the face, most 
prominent on the chin, with the exception of the area 
around the lips, which seems to be normal; (2) a 
slightly bulbous nose with enlarged pores, and (3) 
a yellow-brown patchy cutaneous eruption scattered 
irregularly over the thorax and cubital fossae. The 
appearance of the tongue is suggestive of avitaminosis. 
The patient has had fronto-occipital headaches for the 
past fifteen years. She has had hypertension for 
seven years, with a blood pressure of 248 systolic 
and 170 diastolic. After exertion dyspnea and edema 
of the ankles develop. She also complains of noc- 
turnal palpitation and nocturia. She has lost 20 pounds 
(9.1 Kg.) in the last two years. Many years ago 
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she suffered from menstrual syncope and recently from 
dysmenorrhea. She is presented for diagnosis of a 
facial cutaneous eruption of some ten years’ duration, 
considerably aggravated by exposure to sunlight. There 
is occasional accentuation of the eruption during men- 
struation, with only a slight burning discomfort. There 
is no history of ingestion of drugs. She has had no 
treatment. During an exacerbation, the patient’s face 
assumes a brilliant red hue. Her nose has become more 
prominent during the past few years, with enlargement 
of the pores. A brown-yellow, patchy eruption on the 
thorax and cubital fossae has been present for an in- 
definite number of years, with exacerbations. The 
patient's father, mother and one sister died of hyper- 
tensive cardiovascular disease. 

A blood count revealed essentially normal findings. 
The blood urea nitrogen level was 13 mg. per hundred 
cubic centimeters, the fasting blood sugar 89 mg. and 


the urea clearance 92 per cent. A urinalysis gave 
normal results. 
DISCUSSION 
Dr. J. M. Scuitpkravt, Trenton, N. J.: It is my 


impression that this is a case of seborrheic dermatitis. 
She has much dandruff and a greasy erythematous 
eruption on the face; there are prominent follicular 
openings on the nose and a suggestion of oily seborrhea. 

Dr. Morris Markowitz: I think that the peri- 
oral infiltration is consistent with the diagnosis offered. 

Dr. BERTRAM SHAFFER: That does not account for 
the lesions in the cubital spaces or around the thorax. 
They look like parapsoriasis. 

Dr. Carrot, S. Wricgut: The diagnosis of tinea 
versicolor could be confirmed or ruled out in two 
minutes. I would prefer the diagnosis suggested by 
Dr. Schildkraut, namely, that* the whole process is 
seborrheic. I think this case really ought to be re- 
ported at the next meeting with reference to what the 
scrapings showed and whether the facial eruption re- 
sponded to a simple treatment for seborrhea. 

Nore. — The 


negative for tinea versicolor. 


scrapings were subsequently reported 


A Case for Diagnosis (Herpes Simplex, Recur- 
rent; Acne Varioliformis?). Presented by Dr. 
Epwarp F. Corson. 


F. C., a well nourished white man, aged 40, presents 
pitted scars scattered on the distal third of the nose. 
Among these, there are similar lesions but of a pinkish 
color, evidently appertaining to the most recent outbreak. 
A few less noticeable pits appear on the forehead. A 
folliculitis of the beard of two weeks’ duration is also 
present. The patient’s family history is noncontrib- 
utory, and he recollects no illness of his own of any 
severity. For the past three or four years he has had 
occasional outbreaks on the end of his These 
have occurred as a rule during the spring and _ fall. 
Inflammatory vesicles appear, followed in due course 
by drying and crusting. The last attack occurred ten 
days ago and is now subsiding. The patient was re- 
cently discharged from the army after serving fourteen 
months. 


nose. 


DISCUSSION 
Dr. Fritz CaLtioMan (by invitation): Because of 
the seasonal occurrence observed in this case and the 
location on the part of the face most exposed to sun- 
light, one is reminded of Hutchinson’s “recurrent sum- 
mer eruption” (hydroa vacciniforme), although these 
eruptions have been observed most frequently in younger 
men. Acne varioliformis produces small scars similar 


to those on the nose of this patjent. However, 

an extremely chronic course, independent of an . 
sonal factor. Herpes facialis when developed t 
tip of the nose usually produces a more painful ery; 
tion accompanied with neuralgiform pain or s 

of the regional glands. 

Dr. Carrot: S. Wricut: If it were herpe 
plex, I do not think it would leave the type of scar 
presents. I should like to see a 20 per cent sul: 
zole suspension rubbed into that area. I think it 
clear up. I have treated a patient in that way, and 
is now well. 


A Case for Diagnosis (Avitaminosis; Pityriasj; 
Rubra Pilaris?). Presented by Dr. Carrot 
WRIGHT. 

R. S., a white boy aged 13 years, presents 
discrete pinhead-sized follicular papules scattered 
the trunk. These are grouped into patches anterj 
to each axilla. The eruption began about June 1, 194 
as follicular worse each su 
There are no subjective symptoms. The patient 
had 300 units of roentgen rays applied to some of t 


elevations. It is 


areas. 
DISCUSSION 

Dr. ALLEN D. KING, Wilmington, Del.: I did : 
see enough lesions tonight of the pityriasis rubra pila: 
type. I think that avitaminosis may be the diagnos 

Dr. CARMEN C. THomas: That 1s not impossit 
even though the diet is adequate. Peck and his 
workers (ArcH. Dermat. & SypuH. 43:223 
1940) postulated that pityriasis pilaris 
metabolic disturbance involving the utilization of vit 
min A, and therefore even in the presence of an 
quate diet the disease may develop if there ts 
fault in the liver or elsewhere which prevents 
assimilation of vitamin A. 


rubra 


Dr. Carrot, S. Wricutr: I favor giving vitami 
by injection. We had 1 patient, a boy, who 
severe eruption similar to this. When we gav 
vitamin A by injection, it cleared up. He went 
the army, and in six months it recurred. He 
given vitamin A by mouth for three months wit! 
benefit and was sent home. We cured him again 
injections of vitamin A. 

Dr. Francis B. Evetanp, Wilkes-Barre, Pa. 
thought that some of the lesions looked like lic! 
nitidus but lacked the complete picture. There we! 
no lesions on the shaft of the penis. 


A Case for Diagnosis (Fungous Disease; Lupus 


Erythematosus?) Presented by COMMANDER 
E. Twinine (MC), U. S. N. R. 
A. L., a white man aged 27, presents a s! 


demarcated patch of dermatitis extending across 
back and neck. It is slightly scaly in the 

The borders are inflammatory and in many areas 
covered with thin crusts which when removed expos 
underlying eroded surfaces. The scales in the 

of the patch are adherent, with a suggestion of at 
The eruption began four summers ago with itching 
and burning across the shoulders. It entirely 
appears each winter and returns with the advent 
hot weather. This is a new patient, and no trea 
has as yet been instituted. Two brothers have si 
lesions. 


DISCUSSION 


Dr. Lours GotpsteIn: I think that this is ¢! 
familial benign chronic pemphigus described a few yea! 


f 
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Hailey and Hailey. In this particular case the 


ire vesiculosquamous. They occur on the neck, 
trauma is a factor; the lesions are recurrent, 
re 1s also a history of a similar eruption in 
her members of the family. 
Carrot S. Wricut: The two brothers and 
sin of this patient are patients of mine. They 
have exactly the same kind of eruption. They 
around the neck, but they definitely do not 
mphigus. All of them responded to the simplest 
nt—about 50 units of roentgen rays and the 
tion of solution of boric acid, ichthammol and 
of aluminum acetate. They have it in the 
- and only around the neck. 
Morris Markowitz: The French have another 
for it—recurrent impetigo. 
Carrot, S. Wricut: I regard it as some low 
nfection, without being able to give it a name. 
MANDER H. E. Twininc (MC), U.S.N.R.: I 
y only that I have just seen this man. The thing 
t impressed me was that it might be lupus erythema- 
sus or a fungous disease. I have sent scrapings to 
laboratory for culture but have not yet had any 
An interesting sidelight is that all the men of 
family except the father seem to have this disease. 
« mother and father are free, and so are the sisters. 
he brothers, however, and one cousin have it, with 
history of recurrence every summer for the last 
summers. If it is of fungous origin, why does 
- every summer? It is certainly not tinea versi 


kk. REUBEN FRIEDMAN: I have a clergyman unde: 
ire with a similar picture involving the neck and 
region of the back. He has had annually recur 
attacks in the late spring or summer, clinically 
ntical with that shown tonight. I think that the 
ion is due to decreased local resistance together 
trauma and hyperhidrosis. What then occurs is a 
iliasis attended by a secondary low grade staphylo 


or streptococcic infection. I have been able to 

up the eruption with the application of Castellani's 

It dries the oozing discharge, and the crusts 

tually fall off. Involution occurs in a short time. 

Dre. ,BERNARD L. KAHN: I have had similar cases; 
\ st results have come from administration of a 
spension of microform sulfathiazole, which clears up 
v dermatitis nicely. It is seen only around the neck, 


the perspiration is especially irritating in summer. 


CLEVELAND DERMATOLOGICAL 
SOCIETY 


BENJAMIN Levine, M.D., President 
Georce W. M.D., Secretary 
Sept. 28, 1944 


Acanthosis Nigricans, Benign Type with Acne 
and Active Duodenal Ulcer. Presented by Dr. 

G. W. Binkitey and Dr. JAMES H. Barr. 

RK. G. a Jew aged 29, was previously presented 
elore the Cleveland Dermatological Society with a 
llagnosis of acanthosis nigricans (ArcH. DeRMaAT & 
SyPi 34:704 [Oct.] 1936). He is presented again by 
the (-partment of dermatology and syphilology of Uni- 
versity Hospitals, Cleveland, with the added history that 
the eruption of the skin has been present since the age 


of 2 weeks. During 1941, he was treated with ultra- 
violet irradiation, vitamins and a_ tonsillectomy at 
Bellevue Hospital in New York city. 

There is a generalized eruption, which is more 
severe on the right side. The reaction involves the 
vertex of the scalp to the right of the midline, the 
right axilla more than the left and so on for all 
the involvement down to the feet. There is a partial 
alopecia of the scalp. A hyperkeratosis of the palms 
and soles is symmetric. 

The chief lesion is an ill defined, verrucous plaque 
with papillomatous masses projecting almost 1 cm. in 
the right axilla, in the groin and on the penis. Other 
lesions are flat, poorly defined, hyperpigmented macules 
or plaques. In thick plaques, the natural skin cleavage 
lines are deepened. The central portions of these 
plaques have a dirty appearance, while the edges have 
the usual brown hyperpigmentation. Comedos, acne 
scars and a few acne papules are present on the face, 
sternal area, upper part of the back, abdomen and 
thighs. There is purulent discharge from the right ear 

Phe urine on examination was normal. The hemo- 
gram revealed erythrocytes 4,690,000, a hemoglobin 
content of 86 per cent (Sahli) and leukocytes 6,100, 
with a differential of 59 per cent polymorphonucleat 
leukocytes, 27 per cent lymphocytes, 3 per cent large 
monocytes, 9 per cent eosinophils and 2 per cent 
basophils. The Kline reaction of the blood was nega- 
tive. Examination showed no occult blood in the stools. 
The basal metabolic rate was minus 14 per cent. The 
sedimentation rate was 0.65 mm. per minute. A roent 
genogram of the chest showed no abnormalities. Roent 
genograms of the gastrointestinal tract showed normal 
anatomy in 1936. On March 10, 1944 a fluoroscopic and 
roentgenographic examination of the gastrointestinal 
tract showed hypertrophic gastritis and duodenal ulcer 
with niche formation. A biopsy of the skin showed 
squamous cell papilloma, with some increased pigmenta- 
tion in the corium. 

Therapy with 150,000 U. S. P. units of vitamin A 
given intramuscularly for eight days resulted in no 
visible improvement of the cutaneous lesions. 


DISCUSSION 

Dr. JouN GAMMEL: There is no clinical or labora 
tory evidence of mycosis in this case. I understand 
that cultures have been made of material from erythe- 
matous lesions, which were probably crusts of older 
ones. Material should be taken by aspiration of fluid 
from fresh lesions. Organisms may be slow in growth. 
[herefore, the culture tubes should be observed for a 
minimum of two weeks. 

Dr. G. W. Binkitey: This man is shown again to 
bring out certain points which were not apparent or 
not stressed in 1936. There is the statement that the 
cutaneous reaction is of congenital origin. This his 
tory places the acanthosis nigricans in the benign group. 
Dr. Helen O. Curth (ArcH. Dermat. & SypH. 34: 
353 [Sept.] 1936) reported on a 15 year old Jewish 
youth with the benign type of acanthosis nigricans and 
severe acne. In our case there are large comedos 
present both in the usual areas of seborrheic acne and 
in the skin of the abdomen and anterior aspect of the 
thighs. This suggests that acne in these cases may be a 
symptom of the disease. 

There is no evidence to indicate that the gastritis 
and duodenal ulcer are a mucous membrane mani- 
festation of acanthosis nigricans. This possibility might 
be considered, since Ormsby and Montgomery (Dis- 
eases of the Skin, sixth edition, Philadelphia, Lea & 
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Febiger, 1943, p. 528) have stated that small discrete 
papillary and warty growths have been observed on 
other parts of the mucous membranes, including the epi- 
glottis and pharynx. 


Acquired Generalized Anhidrosis with Localized 
Hyperhidrosis. Presented by Dr. James H. 
STRAUCH, 

W. M., a white man aged 35, presented from the 
department of dermatology and syphilology of -Uni- 
versity Hospitals, Cleveland, was a physical education 
instructor in perfect health. He entered the Army in 
1942 and about six months later noticed profuse sweat- 
ing of the hands, feet and face. This was always related 
to overheating from exertion or environmental tempera- 
ture. He had several episodes diagnosed as heat ex- 
haustion, with weakness, headaches, dizziness and nausea. 
Participation in sports or exposure to the hot sun 
resulted in profuse abnormal sweating of the face, 
palms and feet as well as symptoms of headache, dizzi- 
ness, palpitation, nausea and weakness. However, no 
sweat appeared on any other part of the body at these 
times. 

The past history reveals no serious illnesses, and the 
systemic review shows normal conditions. He has no 
loss of hair or changes in the nails. There is no family 
history of a similar condition or of hereditary defects. 

Examination (at room temperature, 32 C.) reveals 
a massively built, muscular man with normal pubic, 
axillary and facial hair. There is profuse sweating ot 
the face, neck, hands and feet. There is a slight amount 
of perspiration in the axilla and inguinal regions. All 
other areas are exceptionally dry and smooth. The skin 
of the trunk and arms shows few hairs, and there is a 
diffuse mottled pigmentation of the skin. There is a 
moth-eaten type of alopecia of the scalp, with atrophy 
in the areas of alopecia. The toe nails show extensive 
yellow discoloration. There are a few vesicles in the 
epidermis of the palms. The teeth are normal. The 
head shows some prognathism. Examination of the 
heart, lungs, abdomen, reflexes and sensory nerves 
reveals normal conditions. 

The results of the urinalysis and the hemogram were 
normal. The blood urea nitrogen level was 16.5 mg. 
per hundred cubic centimeters. A glucose tolerance test 
revealed a fasting blood sugar level of 68 mg. pet 
hundred cubic centimeters, at the end of one-half hour 
111 mg. per hundred cubic centimeters, and at the end 
of one hour &85 mg. per hundred cubic centimeters. 
Urea clearance was 55 per cent of normal the first 
hour and 75 per cent of normal the second hour. 
Examination of the spinal fluid showed Pandy and Ross- 
Jones reactions negative and a cell count of 3 lympho- 
cytes and 2 polymorphonuclear leukocytes. The pro- 
teins were 46.8 mg. per hundred cubic centimeters ; 
chlorides were 719 mg. per hundred cubic centimeters, 
or 123 milliequivalents, the colloidal mastic curve was 
normal, and the Wassermann reaction of the spinal 
fluid was negative. The basal metabolic rate was 
minus 6 per cent. Cutaneous biopsy showed a few 
lymphocytes around the smaller vessels and a few 
normal hair follicles and sebaceous glands. Sweat 
glands were relatively few; they were slightly dilated 
and lined with cuboidal and low columnar cells. The 
sweat glands were slightly reduced in number in all 
portions. A roentgenogram of the vertebrae showed 
some deforming spondylosis of the lumbar vertebrae. 
The size of the bones was within normal limits. A 
roentgenogram of the sella turcica showed overbridging 
of the sella and an increase in the thickness of the 
outer table of the skull. 


The patient was placed in an electric blanket. 
rectal temperature rose to 39.8 C. (103.6 F.) in o: 
one-half hours. At the end of that time, th eskin 
trunk was dry, but there was profuse sweating 
head, neck, hands and feet but only slight sweat 
the groin and axilla. He complained of dizzin 
nausea. A starch-iodine test was performed, and 
reaction confirmed the fact that sweating o 
only in the areas of sensible perspiration (1 
Mecholyl bromide, 10 mg., produced no sweating 
trunk or extremities. 


Fig. 1—A, anhidrosis of the trunk with hyperhid: 


of the head, hands and feet; B, generalized anhidr 
_ with localized hyperhwlrosis. 


DISCUSSION 


1 


Dr. Harotp N. Cote: We should not pass lig 


over the work done on this patient by Dr. Strau 
he remarkable thing was the making of a diagnos 


I saw this patient and did not have the slightest 
what he had. It is interesting how the areas of 
spiration and anhidrosis have been defined on 
patient. 


Dr. BENJAMIN LeEvINE: There is a new drug calli 


hexanol which stimulates perspiration. I shall be 
to supply it to any of those present who would wis 
experiment with it. It is a 6 carbon unsatu 
aliphatic alcohol. 


Capt HeENry C. ROBERTELLI (by invitation): | 


studied 8 patients selected from 77 that were sutferi 


from various types of injury due to heat. AII 8 patient 
recovered within two months. The patient presente 


would probably have been put in the same gr 
however, his condition has persisted for eighteen n 
in spite of treatment. 


Acrosclerosis with Raynaud’s Disease. Pres 


By Dr. Harotp N. Core and Dr. James H. Bari 


L. K., a white woman aged 40, entered the hos; 
with a chief complaint of thickened and discolored ski! 


of approximately two years’ duration. The patient 
been in good health until four years ago, at which 
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et. .nd symptoms of disease developed, 
one and ying both hands and the third and fourth toes of 
Mt thal. let: foot. About two years later, she observed that 
8 sk-n of the chest was becoming thickened, mottled 
masilg yn and white and pruritic and was covered with fine 
“ anes, Within a month or so, her fingers became 
cothicy similarly, with limitation of motion. Ulcers 
tetas ‘ye ends of the fingers healed with a stellate scar. 
\ngur the past year and a half, the process has be- 
5 ont e more generalized, involving the remainder of the 


ok, arms, neck and face, with progressive loss of hair 
: the involved areas. The patient does not remember 
eum] Meee order of the progression. The nails were brittle 
<i broke readily. There is a past history of chole- 
itis, recurrent renal lithiasis and spastic colon. There 

} iamily history of a similar ailment. 

‘The skin of the face is taut; the nose is narrowed, 
there is some slight decrease in the size of the 
th. The skin of the trunk is thickened, smooth, 
‘led brown and white and bound down to under- 

tissue and yet is moderately pliable. The neck, 
s, hands and trunk and a small patch 3 by 4 cm. 
the medial aspect of the right foot are all similarly 
lved. There is limitation of motion in the afflicted 
of the extremities, but especially of the hands. 
basal metabolic rate, urine and hemogram were 
Gastrointestinal study showed absence of peri- 
obliteration of mucosal markings and slight dila- 
the esophagus. The duodenum and stomac! 
normal. Roentgenograms of the hands showed 
bones. A roentgenogram of the chest showed 
rease in pulmonary markings in the lower portion 
ight lung. Microscopic examination of the skit 
trunk showed changes consistent with sclero 


iritus seemed to have been aggravated by neostig- 
methylsulfate, 0.25 mg. three times a day, given 
itaneously. However, after two days of this 

apy, she felt that limitation of motion, especially 
face, had become less. Clinically the skin seemed 
pliable. At present, she is taking neostigmine 
le, 0.015 three times a day by mouth. 


DISCUSSION 
rau Harotp N. Cote: This patient's difficulty started 
30s the tips of her fingers, as is the case in acrosclerosis. 
t id the beginning, she had symptoms which were con- 

with Raynaud's disease. Only later did the 
t os cess develop on her face and trunk. This case 
in the group of cases of acrosclerosis of Sellei. 


iames H. Barr: Her skin is not typically board- 

Bid but rather pliable. She has esophageal changes 

ent with acrosclerosis and subjective symptoms 
nt therefrom. There is slight dysphagia, espe- 
oticeable while the patient is drinking in the 
imbent position. 


tients @§A Case for Diagnosis (Sarcoidosis? Granuloma 
Annulare?). Presented by Dr. Ear: W. NETHER- 
and Dr. W. R. HuBLer. 

S. B., a white woman aged 45, is presented 
Cleveland Clinic. She noticed a single, raised, 
lesion on the back of her neck six months ago. 
many similar persistent lesions have appeared 
he neck, face and arms. The eruption has been 
it pruritic at times. Various soothing and 
ting ointments have been used by the patient, 
improvement. For a mild arthritis, she has 

tamin D capsules for one and one-half years. 
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There is a reddish brown eruption, consisting of dis- 
crete and confluent infiltrated lesions confined chiefly 
to the extensor surfaces of the arms, the entire neck 
and the upper sternal region. A few less well defined 
lesions are present on the forehead, shoulders, flexor 
surfaces of the forearms, dorsa of the hands and upper 
part of the trunk. The individual lesions are annular, 
average about 0.5 cm. in diameter and have raised, 
rolled reddish brown peripheries and flat, slightly de- 
pressed centers. On the arms and sides of the neck, 
the ringed lesions have partially fused. On the back 
of the neck, the ringed areas have flattened entirely, 
leaving an area of brownish pigmentation half the size 
of a palm, partially surrounded by a rolled red border. 
Some of the older lesions show slight diffuse scaling. 

The hemogram and values for blood sugar were within 
normal limits. The Wassermann and Kahn reactions 
of the blood were negative. A roentgenographic ex- 
amination of the chest revealed normal conditions. The 
tuberculin test (1:100 dilution old tuberculin) elicited 
a negative reaction. 

Histologic examination of a portion of a representa- 
tive lesion revealed no epidermal changes. There were 
numerous large nodules occupying most of the dermis. 
These areas showed disruption of the connective tissue, 
scattered lymphocytic infiltration and numerous well 
defined nests of cells composed of epithelioid cells with 
vacuolated cytoplasm and a few pyknotic nuclei 
Numerous giant cells with peripherally placed nuclei 
were found. The blood vessels in the papillary and sub 
papillary layers were dilated. There was thickening 
of the intima of an occasional small vessel. 

Treatment has consisted of a total of twelve weekly 
doses of 75 r of low voltage roentgen therapy to het 
neck and a somewhat smaller number of doses to the 
other involved areas. There has been some involution 
of the lesions, particularly those on the back of th 
neck, following this treatment. 


DISCUSSION 
Dr. Huco Hecurt: 
ment. I think that the disease is a lichen planus but 


There is a symmetric involve- 
in an unusual form. It seems too extensive for granu- 
loma annulare. 

Dr. EUGENE STERN: The patient had a hysterectomy 
about four years ago and has not menstruated since. 
This could be a case of photosensitivity. 

Dr. Roy L. Kite (by invitation): In this case, one 
should examine an isolated lesion. One of these looks 
like granuloma annulare. The anatomic changes re- 
semble those of sarcoid, but clinically the picture is more 
like granuloma annulare. 

Dr. Harorp N. Core: I never saw Boeck’s sarcoid 
with so many lesions. They are also the wrong color 
for that disease. I hesitated to make a diagnosis ot 
sarcoid because the histologic picture was not definite. 
I wonder whether this could be erythema elevatum 
diutinum. 

Dr. Eart W. Netuerton: Lichen planus was con- 
sidered, but the lesions were lemon colored and Wick- 
ham’s striae were not present. The striking thing 1s 
the uniform size of the lesions except where they run 
together. It is certain that they are granulomatous 
lesions of some kind. We lean toward the diagnosis 
oi an exaggerated type of granuloma annulare. 

Dr. W. R. Husrer: Because of the possibility of 
granuloma annulare, low voltage roentgen therapy was 
given. However, the lesions have not responded well to 
roentgen irradiation. The problem is further therapy. 
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ARCHIVES OF 
Dr. Harry Goldblatt, pathologist, gave a histologic re- 
port of a chronic granulomatous inflammation of tuber- 
culoid type. 

Dr. BENJAMIN P. PerskKy: The widespread clinical 
distribution and the ring form suggest granuloma annu- 
lare. Histologically, a basophilic granular degeneration 
of the connective tissue of the dermis is consistent with 
Further features of granuloma 
annulare the scattered epithelial cells and the 
banal infiltrate. In this infiltrate was dense 
enough to suggest a beginning tubercle formation. The 
involvement of blood vessels and the absence of definite 
tubercles, was against sarcoidosis. Therefore, the his- 
tologic evidence is stronger for granuloma annulare. 


granuloma annulare. 
were 


places 


A Case for Diagnosis (Periarteritis Nodosa?). 
Presented by Dr. JAMEs H. Barr. 


C. B., a white man of 60, presented from the depart- 
ment of dermatology and syphilology of University 
Hospitals, Cleveland, has had recurring purpuric lesions 
involving the entire body but especially the trunk and 
extremities. Lesions are annular and discrete, with a 
well defined, raised, indurated, erythematous border and 
a central clear area. Distribution is diffuse and sym- 
metric. The lesions are extremely pruritic and tend to 
disappear spontaneously, leaving an area of permanent 
brown pigmentation. The patient has also had unex- 
plained fever, leukocytosis, eosinophilia, moderate al- 
buminuria, impaired renal function, cerebral vascular 
disease, generalized lymphadenopathy, optic neuritis, 
There is, in 
one, 


hepatomegaly, splenomegaly and anemia. 
addition, a past history of two similar episodes: 
ago, and, one, one month before the present 
admission, at time the erythema 
multiforme was made. Biopsies of muscle and lymph 
nodes at that time failed to show anything significant. 
The lesions tend to come in crops, remitting spontane- 
to three weeks. The patient became 
on one occasion, during an episode of 


three years 


which diagnosis of 


ously in two 
symptom 
pneumonia accompanied with high temperature. 

Biopsy revealed a thickened epithelium with elongated 
epithelial pegs projecting into the underlying tissue. 
The basement membranes intact. There was a 
moderately severe perivascular infiltration with eosino- 
phils, lymphocytes and large mononuclears throughout 


were 


the dermis. There were numerous extravasated red 
blood cells. The sedimentation rate was 1 mm. per 
minute. The urine showed a specific gravity of 1.010, 


albumin (2 plus) and occasional white blood cells in 
the sediment. The hemogram revealed a_ leukocyte 
count of 6,000 and 2,620,000 erythrocytes, with a hemo- 
globin content of 52 per cent. The differential count 
was 60 per cent polymorphonuclear leukocytes, 19 per 
cent lymphocytes, 3 per cent large monocytes, 16 per 
cent eosinophils and 1 per cent basophils. The urea 
clearance was 20 per cent of normal. 


DISCUSSION 

Dr. Eart W. NETHERTON: This is a striking case 
because of the fever, the eosinophilia and the fact that 
the lesions come and go. I thought of periarteritis 
nodosa. 

Dr. Harotp N. Core: This patient has been under 
observation for years. He has severe pruritus and 
elevated temperature and is seriously ill. All kinds of 
studies have been made. Cultures of the blood were 
sterile. The patient reminded me of a patient observed 
at Cleveland City Hospital with a diagnosis of peri- 
arteritis nodosa. This patient does not have areas of 


DERMATOLOGY 


AND SYPHILOLOGY 

necrosis. Periarteritis nodosa is the diagnosis | 
in this case, even though there is no evidence t 
it in the muscle biopsy. 

Capt. Henry C. M.C., A.U.S 
vitation): Was there any involvements of 
extreme pain? Usually there are swelling of t! 
pain and edema in such cases. 

Dr. JAMES H. Straucu: He has had pai: 
joints in the past but no edema. 


Metastatic Melanoblastoma. Presented by |) 

H. STRAUCH. 

G. R., a white man aged 
department of dermatology and syphilology of U: 
Hospitals, Cleveland. He entered the hospital 
flaccid paralysis of both legs of one month's 

A severe generalized arteriosclerosis, associat 


76, 1S presented 


mental deterioration, is found. There is a flaccid par 


sis of both legs, paralysis of the bladder due to ir 
the cord and loss of rectal sphincter tone. ° 
moderate inguinal adenopathy and moderate, ir 
hard, nodular enlargement of the prostate. 
and spleen are not palpable. 
crete, freely movable hard blue nodules are four 
dermis of the trunk and extremities. They 


Many well defined 


attached to the overlying skin and are not tender. 


vary from 0.5 to 2 cm. in diameter. Ophthaln 
examination shows no intraocular tumor. 

The hemogram showed a moderate anemia 
sis revealed a heavy trace of albumin and a 
benzidiné reaction. The Kline 
the blood was negative. Examination of the 


spinal fluid revealed a xanthochromic fluid cont 


fresh red blood cells. The initial pressure was 


decreased. The Pandy reaction was strongly 


The total proteins were 863 mg. per hundred cubi 


were 631 
colloidal 


chlorides 


The 


timeters. The 
cubic centimeters. 
334542100. 
was negative. The fluid jelled immediately 
tube. Biopsy of a subcutaneous nodule rev 
melanoblastoma. 


mg. per 


DISCUSSION 


Dr. JAMES H. Straucu: I have been unabl 
the primary site of the melanoblastoma in this 
Dr. JAMES H. Barr: The paralysis and the 
in the spinal fluid indicate involvement of th: 
cord by metastatic tumor. 
edly diffuse and not localized to one level. 


Epidermolysis Bullosa. 
H. STRAUCH. 


Presented by Dr 


J. F., a white girl aged 11, presented from 


mastic curve 
The Wassermann reaction of the spinal 


exclusion reactior 


This involvement is und 


partment of dermatology and syphilology of Universit 


Hospitals, Cleveland, has had recurrent. bullae 
feet and occasionally on the hands since the 
6 weeks. 
walking, are painful and rupture with difficulty 
are more readily produced and more frequent 
summertime. 
she is unable to walk. There are no disturba: 
hair, nails, eyes or other ectodermal tissues. 
The family history reveals that the first known 
of this defect migrated from Germany and t 
seven generations his descendants had similar 
There was no intermarriage. 
close relatives affected, including the patient's 
These persons were almost equally distributed | 


The lesions occur with the trauma of ordit 


Occasionally, the feet are so paintul 


There were thirty- 


tweer 


__ | 
+h 
i 
| 
Sev 


SOCTETY 
S| ‘ the t sexes. If a person is born free of these lesions, 
to <upr no! his descendants have them—in one branch for 
erations. In all cases, the lesions are worse 
than in winter. Bullae do not disappear 


ner 
reasing 
to his 


age. The patient’s grandfather had 
death, at the age of 80. One aunt is 
suppress the appearance of bullae by working 
| air-conditioned candy factory. 

ination reveals numerous 
irying from 1 to 4 cm. in diameter. 
the palms. 


bullae on the 
There are 


clear 


DISCUSSION 


Huco Hecut: This case is remarkable in that 
st unusual to trace a family history of similar 
hack 
ames H. Straucu: The complete history show 
ar ees « that the defect was present in seven generations of 


nily indicates that the disturbance is a hereditary 


so far. 


nt 
ilil. 


The | METROPOLITAN DERMATOLOGICAL 
fined SOCIETY 


RoyaL M. Montcomery, M.D., President 


ler. 17 James Lowry Miter, M.D., Secretary 


Oct. 16, 1944 


A Case for Diagnosis (Contact Dermatitis; Der- 

matitis Medicamentosa?). Presented by Dr. 
sLIE P. BARKER. 

patient was first seen on Sept. 28, 1944, at which 

of having had an attack of 

four 


she gave a history 
infectious conjunctivitis 
iously. She used “drops” in her eyes that produced 
hur n infiammation of the eyelids. Shortly afterward a 
rye few red, itchy macules developed on the neck, and 
that time others have developed in the groin and 
the thigh. She had taken no drugs internally but 
used plant sprays as well as nail polish. 
her first visit had silver 
and one small (dime-sized) patch of erythema on 
side of the neck near the shoulder that was slightly 
d, scaling and crusted. Since that time, she has had 
ller but similar lesions in the groin. 


three or months 


she one dollar—sized 


DISCUSSION 


Lowry MILLER: 

most logical diagnosis. I 
ititis if no history of ingestion of drug can_ be 
ned. 

THomMas N. GRAHAM: I agree with Dr. Miller, 
pparently, according to the history, contacts have 
I believe that the eruption 
The patient has con 
One 
resistant to 


medicamentosa 
contact 


Dermatitis 


should favor 


ruled out in this case. 
i dermatitis. 
Bt : ble scaling of the scalp, typical of seborrhea. 
seborrheic dermatitis which is 
and I think that this diagnosis should be 


seborrheic 


sees 
lent, 
nsidered. 

Maurice J. CosTeELtto: I agree with Dr. Graham. 
| think that this patient has a resistant type of sebor 
lermatitis. The locations which are affected are 
common ones, the scalp, sides of the neck and 


Royat M. Monrtcomery: I believe this to be a 


t dermatitis. I think that patch tests with nickel 
and potassium bichromate should be performed. 


TRANSACTIONS 


ww 


Metal beads may contain either nickel or chromium. 
. My second diagnosis 1s a drug eruption from phenol 
phthalein. She denies having taken this drug, but she 
may have taken it unwittingly in pink cakes or colored 


candy. 


Dr. Leste P. BARKER: I have treated the patient 
about ten times and have eliminated all sources of drugs, 
including the possibility of colored candy containing 
phenolphthalein. The lesions on the thighs have appeared 
within the last two weeks. At first they were bright 
red, edematous and oozing, although the acute phase 
has subsided. 

Note.—In spite of discontinuation of the use of nail 
polish, sprays and eye drops and the use of roentgen 
ray treatments locally as well as soothing applications 
and injections of vitamin B complex, the eruption has 
continued to progress and new lesions have developed 
She is taking no drugs at all and has had several colonic 
irrigations. 


Pityriasis Rosea Associated with Oral Lesions in 
a Child. Presented by Maurice J. Costetto, M.D. 


R. H., a boy 6 years of age, from Lenox Hill Hos 
pital, outpatient department, has had a typical eruption 
of pityriasis rosea with the herald patch on the right 
shoulder for the past three days. This eruption was 
accompanied with match head to pea sized superficially 
eroded, edematous lesions on the palate,-the buccal mu 
the tongue and the floor of the mouth. His tem 
101.2 F. by rectum. 


Cosaec, 


perature 1s 


DISCUSSION 


Dr. J. Lowry Mirier: The boy definitely has 
pitvriasis rosea, and the oral lesions are of particular 
interest to me, as I often looked for them but never 
have found them before. 

Dr. THomas N. GRAHAM: It is the first case of 


pityriasis rosea in which I have seen oral lesions. 

Dr. Leste P. Barker: I think that this case is ex 
ceptionally interesting because of the oral lesions and 
the elevation of temperature. Some dermatologists say 
that lesions are present in the mouth in about 25 pei 
cent of cases of pityriasis rosea. This has certainly not 
been my experience. Prodromal symptoms of headache, 
fever and general malaise are frequently seen.in patients 
with pityriasis rosea. 

Dr. Roya M. Montcomery: This case is unusual, 
first, because the disease occurs in a young child, and 
second because of the oral lesions. 

Dr. MAvRIcE J. I have seen oral 
in children with pityriasis rosea more frequently than 
one would think, especially if the eruption is accompanied 
My attention was drawn to it by Dr 
Quequierre of Philadelphia. He made the point that it 
was seen more in children than in adults. | 
demonstrated them on several occasions in children but 


COSTELLO: lesions 


with fever. 


have 
I have never seen them in adults. 


Purpura Simplex. Presented by Dr. J. Lowry Miter. 


S. H., aged 31, a single woman, complained of recurring 
attacks of petechiae for the past year. Lesions began 
about the ankles, but they have gradually extended up 
to include the entire thighs. Her general health has 
been good. She has had no arthritic pains. She denies 
that she has taken any medicine by mouth for the past 
year. 

Examination shows purplish 


many pinhead-sized 


lesions which do not fade on pressure and, on the thighs 
particularly, 


some pea-sized to dime-sized similar 
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lesions. On the legs, there are a number of brownish 
pigmented areas, the remains of previous active lesions. 
The mucous membranes are clear. 


DISCUSSION 


Dr. THomas N. Granam: Eruptions of this type 
are usually due to drugs or to foci of infection. There 
is no history of drugs in this case. The patient's tonsils 
are badly infected, and I believe that this infection may 
be the cause of the purpura. I think that she should 
have a blood platelet count, studies of bleeding and 
coagulation time and a determination of the blood level 
of vitamin C in order to rule out a more serious 
dermatosis. 

Dr. RicHarp J. Ketrty: I agree with Dr. Graham. 
The patient has definite foci of infection which should 
be cleared. 

Dr. Royat M. MontcoMery: The patient gave a 
history of swelling of the knees and ankles at various 
times when she had the eruption. I believe that the dis- 
ease 1s rheumatic purpura. 

Dr. J. Lowry Mitter: I think that one is justified 
in asking the patient to have her tonsils removed, as a 
fair number of patients respond to the removal of foci 


of infection. 


(Lupus Erythematosus; 


A Case for Diagnosis 
Presented by Dr. 


Papulonecrotic Tuberculid?). 


J. Lowry MILLER. 
R. B., a 33 year old Negro woman, presented herselt 
at the Vanderbilt Clinic today with lesions located on 


the iace, ear lobes and arms, particularly the elbows. 
She stated that the lesions had occurred in crops on 
the arms for the past five years. The lesions last about 
two months and spontaneously clear, leaving white, 
glistening spots. They have recurred on the average 
of every six months. Three weeks ago she noted lesions 
on the face for the first time. 

Her general health has been good except for a chronic 
vaginal discharge and recently pain in the left lower 
She has been married for eight 


abdominal quadrant. 
Blood tests for syphilis 


years, with no pregnancies. 
are said to have elicited negative reactions. 
On the extensor surfaces of the elbow 
groups of’ split pea-sized papules with pigmented, de- 
pressed centers. On the arms there are a few scattered, 
split pea-sized erythematous papules. On the face there 
are a dozen pea-sized pigmented papules surrounded by 
erythematous rings. On the right cheek there is a 
dime-sized pigmented macule surrounded by erythema. 
On the left ear lobe, there are two pea-sized pigmented 
areas which show slight atrophy. No laboratory reports 


are available. 


there are 


DISCUSSION 


Dr. Matrice J. Costetto: If I had to make one 
diagnosis, I should say that the patient probably has 
a drug eruption. I base it on the history. She has 
been taking B. C. Headache Powders (which contain 
acetanilid, potassium bromide and acetylsalicylic acid) 
since the onset of menstruation. These lesions are 
surrounded by erythematous halos. The lesion on the 
right cheek appears to be a fixed eruption due to the 
ingestion of some drug. 

Dr. THomas N. GRAHAM: I think that this patient 
has erythema multiforme. She presents characteristic 
iris type of lesions on the face and on the extensor 
surfaces of the forearms. Although this type of lesion 
is most frequently observed on the dorsa of the hands, 
it is often seen in the areas of this patient’s eruption. 


DERMATOLOGY 


AND SYPHILOLOGY 

Erythema multiforme is of course frequently cai 
medication, and I think that in this case a drug 
most probable cause. 

Dr. Royat M. Montcomery: I think this ¢ 
is caused by the ingestion of drugs. It may b 
either a drug eruption or erythema multiform: 
drugs. A specimen for biopsy should be take: 
one of the lesions on the elbow and cheek to rm 
lupus erythematosus and papulonecrotic tubercul 

Dr. J. Lowry MILLER: The patient came to th: 
for the first time this afternoon. About six 
tologists saw her under a good light, and all 
probable diagnosis of lupus erythematosus and 
necrotic tuberculid. The lesions on her ear in ¢ 
daylight appear atrophic. 

Note.—Microscopic examination of a biopsy sp: 
irom a cutaneous lesion of the leg disclosed k 
hyperkeratosis, a widening of the granular laye: 
infiltration of lymphocytes. A decided lymphocyti 
filtration and aggregation of chromatophores was not 
in the proximity of a hair follicle. The lesio: 
definitely papular and suggested lichen planus. H 
ever, there were deep, scattered, focal areas of infil 
tion; hence the possibility of lupus erythematosus : 
be considered as well as some type of lichen-plar 
dermatitis medicamentosa. 

After examining the patient clinically and reevaluat 
the histologic changes, I am of the opinion tl 
patient is suffering from lupus erythematosus 
dermatitis medicamentosa which has altered the pat 
logic manifestations. 


A Case for Diagnosis (Contact Dermatitis ?). 
sented by Dr. J. Lowry MILLER. 


M. B., white woman aged 38, is presented fron 
Vanderbilt Clinic, where she has been treated 
past two years for recurring attacks of redness invol 
ing the nose and the flush areas of the cheeks. Thes 
attacks have lasted anywhere from a week to tw 
months. They are not accompanied with elevation 
temperature or malaise. A complete medical stud 
revealed only dizziness of unexplained origin, and la! 
ratory tests revealed only a positive reaction for g 
in the stool. 

A psychiatric study considerable  contiic’ 
between the patient and her husband. The _patien 
attributed many other exacerbations of the erupt! 
her face to this conflict. For several weeks in 
1944 there were lesions present on her scalp 
suggested the diagnosis of psoriasis. 

The patient presents over the nose and the flush 
of the face a sharply circumscribed red scaling 
The lesion does not have a distinctly elevated b 
Lymph nodes of the neck are not swollen. The 
perature is 98.6 F. 


revealed 


DISCUSSION 

Dr. THomas N. GRAHAM: This eruption imp! 
me as being either a contact dermatitis or a tox 
erythema. I think that it might possibly be seborrhea 
congestiva, which may later develop into lupus eryt 
The history given by the patient is rat! 


matosus, 
vague. 
Dr. Maurice J. Costecto: It is difficult for n 
get a clear idea of just what this patient had, w! 
there was clearing between attacks or whether 
was considerable erythema during the exacerbat 
She said that the eruption reaches its peak within f 
eight hours. As she describes it, it is inflamm 
in character. It would be interesting to find out 
effect sulfonamide compounds would have on this cru; 


rty- 


Pri 
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ay be an erysipelatous eruption which may 


= lead to solid edema. 
:ARD J. Ketty: I questioned the patient as to 
j n of the eruption and concerning the original 
% She insists that it began near the tear duct 
. down in the corner of the nose. In my 
" rules out an erysipelatous eruption. That 
# mpression. I think that the case still bears 
° ion. The suggestion Dr. Costello made about 
: Q namide compounds is acceptable. I do not 
‘ at a biopsy would be of any value. 


I thought the eruption 
In questioning her, | 


MONTGOMERY : 
nature. 


R YAI M. 


infectious 


< in 

. that a flare-up of sinusitis was found to occur 
q ne attacks. This fact would warrant a thera- 

spe rial of the sulfonamide drugs or staphylococcus 

localiz 

iver a |. Lowry Mutter: Both diagnoses have been kept 

cyti it ind over a period of two years. The attacks occu 


as not e from a week to two monthe apart, are not 
nied with fever or malaise, and take two or 


H months to clear. A number of patch tests were 
negative results. The patient is very emo 
us mus i. The history is unreliable. 


Dermatitis Herpetiformis of Unusual Type. Pre 
ted by Maurice J. Costetto, M.D. 
a married woman aged 41, from Lenox Hill 
outpatient department, has had a_ localized 
eruption on the buttocks and the posterior part 
highs for two years. It consists of numerous 
ear, crusted excoriations and superficial scar 
reticulated hyperpigmented background. 


rom t DISCUSSION 


Lowry MILLER: I accept the diagnosis of 
titis herpetiformis. If penicillin is available, | 
Patients I have heard about 
treated with penicillin are said not to have had 

ces, as they do when treated with the sulfona- 


its use. who 


198 


Tuomas N. GrauamM: I believe that the present- 
liagnosis is the most probable one, but I think that 
warranted. Since the eruption is sharply 
ginated and since its distribution is so limited, a 

t dermatitis from underwear should be considered. 


SV 1S 


Ma k. RicHARD J. KeL_ty: I am more in agreement with 
statement than with the diagnosis as 

I think it extremely possible that this erup- 
h areas nis a contact dermatitis. 


ranam 


g area 8. RoyaL M. MontTGOMERY: One patient whom Dr. 
border stello presented about two years ago was given sulfa- 
le ten ndine, and her eruption cleared up quickly. I have 
more suecess with sulfapyridine than with sulfa- 

or sulfadiazine in cases of dermatitis herpeti- 


\f 
L tox 


\URICE J. Costetto: I think that from a clin- 
yorrhea 4 pot of view this patient has dermatitis herpeti- 
eryth ‘mis, because of the location of the eruption on the 
rather tt and because of the superficial scarring, hyper- 
iigmentation and excoriations present in some areas. 

oki ‘reated a patient with dermatitis herpetiformis with 
lapyridine, and she has remained free from the 

to date. She had had the disease for six years. 
that sulfapyridine is superior to the other sul- 


compounds but is more toxic than some. 


rn “Aysicans have been using 1 to 2 tablets a day for a 
In most cases, 
s one withdraws the drug the disease recurs. 


t what ‘rl two years, without recurrence. 


TRANSACTIONS 


“J 
Jt 


I will hospitalize this patient at Bellevue Hospital and 
try penicillin; if the eruption clears, I will present her 
at the next meeting. 

Nore.—After the patient was presented, sulfapyridine 
was administered in 0.5 Gm. doses three times a day for 
the first week, without improvement. The eruption 
cleared during the following week, when the same dose 
was administered five times a day. 


MINNESOTA DERMATOLOGICAL SOCIETY 


S. E. Sweitzer, M.D., President 


H. A. CumMInNG, M.D., Secretary 
Minneapolis, Sept. 15, 1944 


Reticulum Cell Sarcoma. Presented by Dr. Cart 


W. Laymon, Minneapolis. 


\. C., a white woman aged 59, was admitted to the 
University of Minnesota Hospitals on Aug. 19, 1944, 
complaining of tumors of the breasts, chest, neck and 
back beginning in December 1943 and increasing in 
size and number of lesions since then. Mild itching was 
the only unpleasant symptom. The patient had lost 20 
pounds (9.1 Kg.) and on admission weighed 209 pounds 
(94.8 Kg.) 

Biopsy of bone marrow showed a moderate increase 
in plasma cells, but the marrow was otherwise normal. 
In the peripheral blood an occasional undifferentiated 
reticulum cell was present. These cells constituted less 
that of a leukemic process at the time of examination. 
the presence of a lymphoblastoma, the pattern was not 
that of a leukemic process at the time of examination. 
The sedimentation rate was 97 mm. in sixty minutes. 
Serologic tests for syphilis elicited negative reactions. 
the chest showed no evidence of 
There was an increase of broncho 


\ roentgenogram of 
enlarged hilar nodes. 
vascular markings throughout both pulmonary fields. 

Examination shows an obese woman with nodules in 
the skin localized to the sides of the neck, upper part of 
the back, sides of the abdomen or flanks and breasts. 
The nodules are stony hard; some have a more fibrous 
consistency than others. The color varies from bright 
red, with a waxy translucent appearance, to a dull 
violaceous red, with the surface resembling an orange 
peel or pig skin. The nodules are in the skin, and some 
are firmly adherent to underlying tissues. They vary 
from 2 by 3 cm. to large plaques with circinate and 
serpiginous borders, suggesting the coalescence of sev- 
eral individual nodules or irregular growth factors in 
the individual nodule. There are large (walnut-sized) 
axillary lymph nodes. It is impossible to be sure 
whether there are nodes in the groin, because of the 
obesity, or in the clavicular regions, because of the over- 
lying involvement of the skin. The abdomen is covered 
with a thick pannus adiposus and no enlarged soft 
organs are palpable. 

Microscopic sections of one of the nodules fixed in 
Helly’s solution and stained with hematoxylin and eosin 
were shown. 

DISCUSSION 

Dr. HAMILTON MontGoMerY, Rochester: I am at a 
disadvantage just glancing at the slides which have been 
subject to such minute study by various cytologists and 
Clinically, this case represents one of mycosis 
fungoides of the d’emblee type, which histologically 
usually proves to be small round cell lymphosarcoma 
but can also be a reticulum cell lymphosarcoma. 


others. 
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mycosis fungoides of the d’emblee type is 
from mycosis fungoides of the usual type. Thx 
of the former which I have had could have been 
sarcoma clinically, yet the sections were identi 


those from mycosis fungoides of the usual var 


no objection to the term “reticulum cell sarcoma.” In 
some Cases mycosis fungoides develops into various types 
of monocytic leukemia or reticuloendotheliosis. 

Dr. StURMANS (by invitation): The surprising thing 
is that in looking at this section one sees large capillaries 
filled with immature cells and that these cells are not 
apparent in the peripheral blood stream. The only thing 
that makes one suspicious is the fact that the lympho- 
cyte count for this patient is about 50 per cent and there 
considerable numbers of reticulum cells which are the lobe of the right ear three months ago. 


Mycosis Fungoides. Presented by Dr. H 
MICHELSON, Minneapolis. 


G. W., a white man aged 56, first noted a g 


are 

coming from this reticulum cell sarcoma. If the creased gradually in size. There were no otl 

laboratory technician finds a high reticulum cell count in lesions on the body. 

the peripheral blood stream and does not find it Examination shows a cyanotic tumor of tl 

thereafter, the one positive finding cannot be discounted. the right ear. The tumor has a firm consiste: 
Dr. L. H. Winer, Minneapolis: I agree with Dr. painless. It is 2 cm. in diameter. 


Sturmans in that this patient may at times have had Histologic sections were shown. 


greater numbers of reticulum cells in the blood stream 


than is shown by the count. The differential smear DISCUSSION 


shows only 0.5 per cent reticulum cells. The histologic Dr. S. E. Sweitzer, Minneapolis Did tl 
section of the skin shows dilated blood capillaries full have any injury to the ear? 

7 1 re tic “elle ‘re are riods < 
of these immature reticulum cells. There are periods at Dr. Henry E. Micuetsox, Minneapolis 


ic is patie ill probably show leukemia in the ‘gh 
which thi ly had an injury but not a hematoma. 
blood due to breaking through of the immature reticulum 
cells into the blood stream. This patient corresponds to 
the patient with a reticulum cell sarcoma shown by 


1 


Dr. S. E. Sweitzer, Minneapolis: It looks 


matory to me. 


Dr. Sweitzer at a previous meeting. These tumors are Dr. Cart LAaymMon, Minneapolis: It is ditt 
more like mycosis fungoides clinically. I agree with me to ascribe the nodules that Dr. Michelson n 
Dr. Montgomery that lymphosarcoma is of two types: to injury to the ear. It looks to me as th 


the small lymphatic type and the large reticulum cell disease will eventually turn out to be malignant 
type. Clinically, they look alike, but histologically they 
are different, even though they are lymphosarcomas. A Case for Diagnosis (Parapsoriasis?). |’ 


Therefore I do not think that clinically one can ever by Dr. Cart Laymon, Minneapolis. 

ake a diagnosis fr > cellulz ructure of a . : 
diagnos! the H. M., a white woman aged 25, was first 
ymp whethe It sma cell Sept. 8, 1944, complaining of an eruption on tl 
reticulum sarcoma must be determined histologically thighs and legs. She stated the first attack 


Dr. S. E. Sweitzer, Minneapolis: What about the in February 1944 and lasted five or six weeks, 
complete involution of the eruption. The 

appeared again in July, only on the legs, and clear 
in a few days. The eruption reappeared by August 
and has continued tg this time. 
Examination shows a patchy distribution 
case, being to my notion clinically mycosis fungoides 

trunk, thighs and legs; the face, palms and s 
and microscopically reticulum cell sarcoma, simply shows The 
losel fe free. 1e lesions are macules varying from 1 
ce of are c ‘Iv related: are almost - i i ] 
that these groups are closely related; they are almost i, diameter and are covered with a light scale 


Sweitzer-Winer test? 

Dr. L. H. Winer, Minneapolis: We tried imprints of 
the skin, but they were negative. 

Dr. S. EF. Sweitzer, Minneapolis: I think that this 


the same thing. color is fawn. Some of the lesions are oval wit! 
Dr. HAmitton Montcomery, Rochester: Lane of long axis in the line of cleavage in the skin. 

Boston reported a case of mycosis fungoides associated Results of serologic studies for syphilis were negat 

with Kaposi's sarcoma, and I have an illustration of Histologic sections were shown. 

the case in my chapter in Christian’s “Oxford Loose- 

leaf Medicine” on “Mycosis Fungoides, Lymphoblastoma DISCUSSION 

oi the Skin and Allied Conditions as General Diseases” Dr. C. W. Laymon, Minneapolis: I suppos 


+ 


m which the patient clinically showed typical mycosis every one who saw the patient thought of t 

fungoides as did the sections from the skin, whereas possibilities that my colleagues and [ did, namel 

a biopsy of the lymph node revealed lymphosarcoma : 5 

Hodgkin's type and the blood picture was that of scalp is relatively clear. The eruption is persistent 

lymphatic leukemia. some remission since last February, which is agains! 
Dr. L. H. Winer, Minneapolis: That is the point  pityriasis rosea. A histopathologic section was agains’ 

parapsoriasis; it fitted in more with pityriasis r 


psoriasis, pityriasis rosea and seborrheic dermatitis 


Dr. Sweitzer and I are attempting to make. In a 


lymphosarcoma, there may be a lymphatic leukemia Dr. S. E. Sweitzer, Minneapolis: I thin! 

picture in the blood when the proliferation breaks into clinically, it is pityriasis rosea that has been 

the blood stream and throws its cells into the circulat- Such patients can be cured if they can be mad 

ing blood. This gives a picture of lymphatic leukemia washing. 

in the blood and is frequently found just before the Dr. HAMiLton Montcomery, Rochester: T 

patient's death in lymphosarcomas. tologic structure of parapsoriasis is not diagnost 
Dr. S. E. Sweitzer, Minneapolis: That is not a per- in the guttate forms one might see migration of leuk 

manent picture. cytes throughout the epidermis, forming small mucr 


Dr. Cart LayMon, Minneapolis: The close relation- abscesses, similar to that seen in pityriasis rosea. | her 
ship between these various conditions has been empha- fore, the diagnosis should be decided on clinical rathe’ 
sized. It has also been claimed by some observers that than on pathologic grounds. 
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SOCTETY 
jevus UJnius Lateris. Presented by Dr. S. E. 
ER, Minneapolis. 
S. 4 white woman aged 28, has an eruption which 
present since birth. It is situated behind the 
The patient stated that it enlarged recently. 
ation reveals a papular, dull red eruption 
right ear. The top of the papules are of a 
<a ite color, and there is one plaque measuring 
tt 3 by 2 cm. This lesion clinically strongly re- 
nevus sebaceous of Jadassohn, but the micro- 
<amination shows it to be nevus unius lateris. 
gic sections were shown. 


DISCUSSION 
5. E. Sweitzer, Minneapolis: Clinically, the 
oked like nevus sebaceus, but a biopsy showed 
was not that. 


A Case for Diagnosis (Bullous Eruption?). Pre 
sented by Dr. S. E. Sweitzer, Minneapolis. 
\{. A., a white linotype operator aged 77, entered the 
General Hospital because of blisters on 
1 legs. About two months ago a small blister was 
iced on the lower third of the left leg. As it en- 
ged, others developed. The lesions did not itch and 
sted about three weeks. Except for sponging the legs 
nagnesium sulfate solution, no internal or topical 
His previous 


ipolis 


lications were used prior to admission. 
was good. 
Laboratory tests showsd: hemoglobin content, 96 per 
nt; leukocytes, 8,000; neutrophils, 67 per cent; lymph- 
vtes, 72 per cent; monocytes, 8 per cent, and eosino 
ils, 3 per cent. The urine was normal, and serologic 
sts for syphilis elicited negative reactions. The blood 
rea nitrogen level was 15 mg. and the chloride level 
78 mg. per hundred cubic centimeters. 
On the lower half of each leg there are ten to twelve 
ilae in various stages of involution. The bullae 
ire 2 to 4 cm. in diameter, contain a nonpurulent 
ind are on a noninflammatory base. The blisters 
and dry in situ. Nikolsky’s sign is not elicited. 
the patient was in the hospital two new lesions 
ed. 


stologic sections were shown. 


DISCUSSION 


HAMILTON MONTGOMERY, Rochester: Histologi- 
here are distinct vesicles and bullae, but there is 
nflammatory reaction than one would expect to 
an ordinary pemphigus. There is a decided 
philia in the tissue, which would fit in with either 
nphigus vegetans or dermatitis herpetiformis. Clini- 
lly, | thought of a fixed drug eruption but could 
no history of any medication. I do not think the 
one of pemphigus, but I believe that it is rather 
tance of a bullous toxic dermatitis, probably on 

s of a dermatitis medicamentosa. 
Dermatitis Herpetiformis. Presented by Dr. S. E. 
\WEITZER, Minneapolis. 


~ 


a Chinese laundry worker aged 73, was said 
nterpreter always to have been in good health 
two years ago he began to have a generalized 
No cutaneous lesions were noticed until blisters 


a gan ‘orming about two months ago. There was no 
sig t f ingestion of drugs. Circinate erythematous 
— A vere present at the onset of the eruption. 

rathe a ination reveals an emaciated Chinese man. A 


g rtion of the body is involved with a patchy dark 


TRANSACTIONS 


The face, the upper part of the back, 
On the periphery of 


brown pigment. 
and the calves are relatively free. 
the patches vesicles are present, and on the feet and 
lower part of the legs bullae are present. The itching 
is severe. The patient has been receiving 3 Gm. of 
sulfapyridine daily for the past four weeks, and an 
attempt to discontinue use of sulfapyridine was followed 
by an increase in the number of vesicles. A patch test 
with 50 per cent potassium iodide ointment elicited a 
negative reaction. 

The hemoglobin content was 91 per cent;, erythro 
cytes, 4,900,000, and leukocytes, 6,300, with neutrophils 
50 per cent, lymphocytes 20 per cent, monocytes 2 per 
cent and eosinophils 28 per cent. Urinalyses gave normal 
values, and serologic tests for syphilis elicited negative 
reactions. The blood urea nitrogen content was 14 mg., 
the blood chloride content 644 mg. and the blood calcium 
content 9.9 mg. per hundred cubic centimeters. 

Histologic sections were shown. 


DISCUSSION 


Dr. L. H. Winer, Minneapolis: It is an interesting 
case to us because Dr. Sweitzer and I had the patient 
in the hospital about four weeks ago and treated him 
with sulfapyridine and the lesions cleared up. Within 
four days after his discharge, without sulfapyridine, 
the eruption recurred and he had to be readmitted to 
the hospital. He now had multiple bullae the size of 
a walnut on his feet and on his scapula and trunk. We 
prescribed sulfapyridine, and within a period of three 
or four days the bullae dried up and the man became 
much improved. We then stopped the sulfapyridine and 
bullae recurred. We again prescribed sulfapyridine, and 
three days ago we stopped it, in order that there might 
be bullae to show you today, but they did not break 
mouth, 


out. Then we gave him potassium iodide by 


but it did not produce any bullae 
Generalized Progressive Scleroderma. Presented 
by Dr. Cart Latymon, Minneapolis. 

Mrs. L. W., aged 39, was first seen in the University 
of Minnesota Hospitals on Sept. 13, 1944, complaining 
of dark brown pigmentation of the skin, stiffness of the 
joints of the wrists, knees, ankles 
and toes and tightening of the skin slowly’ progressive 
infection of 


fingers, shoulders, 


over one year. The disease began as an 
the upper respiratory tract; pigmentation was first noted 
about January 1944. The disease has slowly progressed 
from the time of onset to the present. 

Examination shows generalized deep brown pigmen 
tation with white striations of the chest, acrosclerosis, 
watch crystal nails and extreme limitation of motion of 
the fingers, wrists and with limitation of 
motion of the shoulders, ankles and knees. The skin 
of the fingers and forearms is tense and indurated. It 


toes, some 


is not painful. 
Histologic sections were shown. 


DISCUSSION 


Dr. Cart LaymMon, Minneapolis: The question came 
up about the possibility of dermatomyositis, but the 
absence of eruption other than pigmentation and the 
absence of muscular atrophy made us believe it was 
generalized scleroderma. The patient did not have the 
heliotrope-colored eyelids that frequently are noted in 
dermatomyositis. 

Dr. HAMILTON MontGomery, Rochester: I have seen 
severe . generalized pigmentation in association with 
generalized scleroderma to the extent that internists 
have made an erroneous diagnosis of Addison's disease. 
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78 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. J. F. Mappen, St. Paul: A patient with acute 
dermatomyositis in my service at the Ancker Hospital 
responded favorably to penicillin. 


Morphea. Presented by Dr. S. E. Sweitzer, Minne- 
apolis. 

H. D., a white woman aged 36, first noticed an erup- 
tion consisting of white spots in the left midclavicular 
region four years ago. There was a slow progression 
in the size of the lesions. A diagnosis of syphilis was 
made elsewhere in 1926, and she stated that she received 
two years of continuous treatment. She had an acute 
cholecystitis in May of this year. 

Examination reveals a patch 5 by 3 cm. over the left 
clavicle. The patch is made up of numerous elongated 
white shiny macules. The skin is atrophic in this area. 


Serologic tests for syphilis elicited negative reactions, : 


and blood counts and results of urinalyses were normal. 
The basal metabolic rate was 3 per cent; the blood 
urea nitrogen level was 11 mg.; the uric acid level was 
1.9 mg., and blood chloride level was 660 mg., per hun- 
dred cubic centimeters. 

Histologic sections were shown. 


DISCUSSION 


Dr. L. H. Winer, Minneapolis: The reason tor 
showing this patient is that we thought that her case 
duplicated that of a patient whom Dr. Montgomery 
showed at the meeting a vear ago in Rochester, where 
a question came up regarding the differential diagnosis 
of lichen sclerosus from morphea clinically. This pa- 
tient’s eruption resembles lichen sclerosus clinically, but 
the diagnosis of morphea is definite histologically. 


Bowen’s Disease with Metastases to the Right 
Inguinal Nodes. Presented by Dr. C. Laynmon, 
Minneapolis. 


\W. K., a white man aged 76, was first seen on Aug. 
25, 1944, complaining of painless warty growths on the 
back of twelve years’ duration. The central lesion has 
grown more rapidly in the past few months. 

Examination shows numerous crusted, elevated lesions 
in the lumbar region of the back. One is a bright red 
ulcerated firm nodule 2 by 3 by 1 cm. The inguinal 
lymph nodes on the right are 4+ by 10 cm. and are hard. 

Serologic reactions for svphilis were negative. 

Microscopic sections were shown. 

DISCUSSION 

Dr. HAmirton MontcomMery, Rochester: This case 
fulfils the clinical and histologic requirements for 
Bowen's disease. Clinically, there is arciform configura- 
tion, and histologically there is a squamous cell epithe- 
lioma in situ, although several of the sections show an 
invasive, highly malignant squamous cell epithelioma, 
grade 4. Bowen's precancerous dermatosis can remain 
for years as such, clinically benign but histologically a 
squamous cell epithelioma in situ, but it may suddenly 
show malignant invasion, as is occurring in this case. 


Chronic Lupus Erythematosus, with Reticulation 
of the Forearms. Presented by Dr. L. H. WINER, 
Minneapolis. 

Mrs. H. L., aged 33, was first seen in July 1942, and 

a diagnosis of lupus erythematosus of the discoid type 

involving the face was made. After treatment with 


gold sodium thiosulfate intravenously and bisn 
salicylate intramuscularly, the lesions faded 

pletely by December 1942. In February 1943 
bilateral hidradenitis suppurativa which res; 
roentgen ray therapy and wet dressings. In Moy joy 
lesions developed on the sides of the face 

neck, arms and forearms. These lesions wer 
matous sharply outlined plaques. After treatn 
bismuth subsalicylate, the lesions on the face dis iT 
but those on the arms and forearms remained 

Examination shows a definite reticulated er 
both forearms and arms. The lesions on the 
completely regressed except for the erythema 
still evident on the cheeks. This erythema 
pressed by diascopic pressure. There is a fine 
the lesions on the forearms. 

Microscopic examination of tissue remove 
lesion on the forearm shows epidermal atrophy, 1 
hyperkeratosis and nests of round cell infiltrat 
cutis. The section is comparable with a diag: 
lupus erythematosus. 

Histologic sections were shown. 


DISCUSSION 


Dr. Hamitton MontcoMery, Rochester: | 
history this patient may well have had lupus erythen 
tosus, but she presents insufficient clinical or histolog 
evidence at the present time to warrant such a diagt 
The sections lack many of the features that are neces: 
ior a histologic diagnosis of lupus erythematosus 
they fail to show liquefaction degeneration of t! 
layer, keratotic plugging and other features 

Dr. L. H. Winer, Minneapolis: Two years agot 
patient had discrete subacute lupus erythematosus 
responded to treatment with bismuth and later 
gold and clinically was entirely cleared in six 
She came back this spring with recurrence of the 
erythematosus on the face and also reticulated lesi 
on the forearms. The latter resembled erythema mu! 
forme so much that I prescribed sodium salicy! 
There was no response to the salicylate in two 
I then treated her with bismuth intramuscularly, 
the lesions on the face and arms disappeared complet 
except that on the arms reticulation was leit. 1 
reticulation sometimes is so faint that one cannot se 
Today it did not show as well as it does at other tim 
I am of the opinion that this histologic section agr 
with the histologic picture one sees in lupus eryther 
tosus. I could see atrophy of the epidermis, follicu’ 
plugging and round cell infiltrate in the cutis. 


Dr. S. E. Sweitzer, Minneapolis: I have see: 
similar case, that of a young woman with definite lu; 
erythematosus on the face which was chronic. The 
were no lesions on the body. She went outdoors a! 
hung up clothes for a short time in the sun, and 
similar eruption developed on her arms. She began t 
have fever, and I put her to bed; she recovered, at 
did not have any after-effects; the disease disappear 
in four to six weeks. Hence it was a case of subacute 
lupus erythematosus developing from sunlight. 

Dr. Hamitton Montcomery, Rochester: I thought 
that this patient presented rather a picture of lived 
reticularis with a histopathologic picture consistent with 
this or with a toxic dermatitis. 

Dr. L. H. Winer, Minneapolis: A Mantoux test 
(1: 1,000) elicited a negative reaction. 
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have been administered in the treat- 
ment of syphilis since 1940... with 


ri 


MAXIMUM THERAPEUTIC EFFECT 


and 


MINIMUM UNTOWARD REACTION 


This is a record which speaks for 
itself. 


MAPHARSEN is 3-amino-4- « 
hydroxy-phenylarsine oxide 
(arsenoxide) hydrochloride. 


Parke, Danis Company 
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Lathering Soapless Detergents for Skin Cleansing and 


Household Cleaning When Soap is Contraindicated. 


In Convenient Forms ....... 


Lowa Cake = for Skin Cleansing 
Lowtla Liguid = for Household Cleaning 


Please Write for Literature and Sample. 


WESTWOOD PHARMACAL CORP. 
1020 MAIN STREET - + + BUFFALO 2, N. 
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KODACHROME 


MEDICHROME SLIDE 
CLAY-ADAMS CO. Inc. New York 
w2/258.!. Kaposts | (orm) 


varicelliform eruption. 


MS2/30. Chancre of 
dorsum of hand 


MEDICHROME SERIES MS2 


DERMATOLOGY and SYPHILOLOGY 
78 NEW SLIDES NOW AVAILABLE 


is series of 313 2 x 2” (35 mm.) Kodachrome transparencies (lantern slides) made with the cooperation of Prof 
‘rank C. Combes, Dept. of Dermatology, New York University College of Medicine ; Herman Goodman. 
\.D.: and Dept. of Health, New York City, Theodore Rosenthal, M.D., Director, Bureau of Social Hygiene 


MEDICHROME SERIES MS3 DERMATOLOGY 


\ series of 152 2x2” (35 mm.) Kodachrome slides, photomicrographs of Skin Diseases made with the coop- 
eration of Dr. George M. MacKee, Director, and Dr. Charles F. Sims, Associate, New York Skin and Cancer 
Unit of Post-Graduate Medical School and Hospital, New York City: 


Complete set Medichrome Series MS3 Dermatology (152 slides) bound in Adams Slide 


MEDICHROME SERIES MS4 MEDICAL MYCOLOGY 


\ series of 99 2x2” (35 mm.) Kodachrome slides, clinical photographs, colonies, cultures, photomicrographs 
and gross pathology. Made with the cooperation of Dr. Rhoda W. Benham, Dept. of Dermatology, College 
i Physicians and Surgeons, New York City. 


Complete set Medichrome Series MS4 Medical Mycology (99 slides) bound in Adams Slide 


MEDICHROME SERIES MH NORMAL HISTOLOGY 
of TEGUMENT 


: series of 34 slides from our collection of approximately 1200 Normal Histology Kodachromes. Medichrome 
sides MH 196 to MH 204G inclusive on Tegument, %c each bound in Adams Slide Binders, 80c each i» 
cardboard readymounts. 


When ordered with above slides, subject to a 5% discount on orders for 50 slides and 10% 
discount on orders for 100 or more slides. 


| CLAY-ADAMS 


ING OF MEDICHROMES ON : Ach 
DERMATOLOGY | 44 EAST 23rd STREET, NEW YORK 10, N.Y YW 
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A. M. A. SPECIAL JOURNALS 


Archives of Surgery 


Present-day research in surgery looks 
beyond operative technic. More and more 
attention is being paid to end-results of 


surgical procedure. Archives of Surgery 
represents this point of view in its scientific 
studies of groups of cases. Known for the 
excellence of its illustrations. 


Archives of Pathology 


The pathologist stands at the sources of 
scientific medicine. His conclusions are 
the greatest value to investigator and prac- 
titioner alike. In Archives of Pathology are 
presented typical studies of disease, carefully 
noted with professional accuracy, containing 
information to apply to clinical medicine. 


ot 


Archives of Neurology 
and Psychiatry 


This ever-widening field entails consistent 
reading and observation. Archives of Neu- 
rology and Psychiatry selects for you the 
significant data on diseases of the nervous 
system. You will appreciate the discussions 
on both functional and organic neurologic 
cases. Society transactions are a feature. 


Archives of Dermatology 
and Syphilology 


Archives of Dermatology and Syphilology 
commands channels of knowledge from all 
sources of investigation, thus giving the new 
and advanced material to dermatologist and 
practitioner. Original articles, society trans- 
actions, abstracts from the literature of the 
United States and other countries. 


Archives of Ophthalmology 

The newest of the A. M. A. special monthly 
journals is a continuation and enlargement 
of the Archives of Ophthalmology founded 
in 1869 by Herman Knapp. Besides the 
numerous original papers contributed by 
leading ophthalmologists, each issue carries a 
resume of one phase of this specialty. 


Archives of Otolaryngology 


Research on ear, nose and throat diseases, 
considerably in advance of the general field, 
is reported on in each issue of Archives of 
Otolaryngology. A _ special feature is the 
monthly article on progress in otolaryn- 
gology. Finely illustrated. Also abstracts 
from current literature, society transactions 
and book reviews. 


American Journal of 
Diseases of Children 


Infant feeding, contagious disease, ultra- 
violet therapy—these are matters of daily 
concern to the family physician. He, as well 
as the specialist, can obtain from the Ameri- 
can Journal of Diseases of Children recent 
findings on such problems in pediatrics. 


Archives of Internal 
Medicine’ - 


A monthly review of clinical and labora- 
tory study into the nature, diagnosis and 
treatment of disease in its various aspects. 
Each month Archives of Internal Medicine 


’ publishes an average of ten original articles. 


Finely illustrated with charts, halftones, etc. 


* 


FOR JANUARY 1946 PUBLICATION 


* 


The New A. M. A. Monthly Periodical 
Occupational Medicine 


Rather, it will encompass the interests of the 


THIS NEW JOURNAL will have a far- 
reaching and highly practical application to 
medical practice because industrial employment 
actually affects the lives of a large share of the 
population, The scope of Occupational Medi- 
will not be that of a specialty journal. 


practitioner and of many specialties. It will 
reflect a broad and sweeping picture involving 
millions of persons. American medicine has 
much to offer industry. Occupational Medicine 
is the next step in this effort to supply proper 
education, organization and leadership. 


Cine 


AMERICAN MEDICAL ASSOCIATION, 535 N. Dearborn St., Chicago 10, III. 


the checked. (Canadian postage, 40c; Foreign 


You may enter my year’s subscription to journals 
USE postage, $1.00 for each publication; American Jour. Dis. of Children and Arch. of Neur. and Psychiatry 
THIS require $1.50 postage.) 
COUPON Archives of Internal Medicine............. $5.00 Archives of $8.00 
To "} Archives of Dermatology and Syphilology.. 8.00 () Archives of Neurology and Psychiatry...... 8.00 
ORDER [} American Journal of Diseases of Children... 8.00 6.00 

{J} Archives of Otolaryngology................ 6.00 () Archives of Ophthalmology................ 8.00 

OC) Occupational Medicine................. $6. 
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Perhaps the most common” 


which can be made—free from common sen- 
sitizer...and available with or without indeli- 
ble dye, scented or unscented, and in eight 
popular shades. ¢ ALMAY also offers a complete 
line of hypoallergenic cosmetics — including 
; face powder, rouge, cold cream, astringent and 
many other beauty aids for sensitive skins. 
¢ For physicians confronted with the greater 
problem of hyperallergic patients, ALMAY 
supplies Raw Material and Clinical Testing 
Sets to assist in diagnosis—and cooperates 


with the physician in developing personal- 
ized cosmetics for the stubbornly allergic. 


ALMAY, INC., 56 COOPER SQUARE, NEW YORK 3, N. Y. 


COSMETICS 


SOLE DisTRIBUTORS: Schieffelin & Co. NEW YORK 3, N. Y. 


manifestation of cosmetic 
allergy is lipstick cheilitis. 

OR PATIENTS allergic to ordinary lipstick — 
F ALMAY provides one of the finest lipsticks te 


Wtttefor free copies of 
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VIOBIN WHEAT GERM 
FOR HIGH PROTEIN, LOW FAT DIETS 
* 35% - 40% protein of biologic quality abcde ted 

equal to animal protein. Perfectly 


% Less than one percent fat. 


Excellent natural source of the B-Complex. Vie TRA 
VIOBIN CORP., MONTICELLO, ILL. 


al 
Anatomic Outline Charts 
> % | 
A variety of outlines especially adapted for recording \ 
wounds, injuries, tumors, physical diagnosis, fractures ¢ + 
Especially useful for teachers, practitioners, students 1 Fes r f 
coroners, medical examiners Illustrations on good ‘ 4 | 2 
quality paper, size 54% by 8%. Lesions may be illus- A A ie ) \ | | 


trated in ink or colors. 


pe 
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Price, per sheet, | cent; 100 sheets, 80 cents; 1,000 sheets, $6.00 

Order by number. Complete catalog on request. 
AMERICAN MEDICAL ASSOCIATION - 535 North Dearborn Street, Chicago 10 


Detection of the Gonococcus 


The remarkable efficiency of the cultura] method for diagnosis of gonococcal infections 
has established the superior accuracy of this procedure over the microscopic technic. 

Bacto-Proteose No. 3 Agar, enriched with an autoclaved solution of Bacto-Hemoglobin 
to form chocolate agar, is recommended for the cultural detection of Neisseria 
gonorrhoeae. 

Proteose-Peptone No. 3, the essential nutriment in Bacto-Proteose No. 3 Agar, is | 
recommended for use with sodium chloride as the diluent for suspending the exudate 
prior to inoculation on plates of chocolate agar. | 

Bacto-Hemoglobin is the preferred enrichment for use in chocolate agar. It is readily 
soluble in water and is sterilized in the autoclave. 


Specify “DIFCO” 
THE TRADE NAME OF THE PIONEERS 
In the Research and Development of Bacto-Peptone and Dehydrated Culture Media 


DIFCO LABORATORIES 


INCORPORATED 
DETROIT 1, MICHIGAN 
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For 


clean 


ou HAVE undoubtedly told 
Tae of your patients that 
a clean scalp is as important as 
clean hands... that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 

Perhaps you have recom- 
mended the use of Packers Tar 
Soap. Asa gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 

Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. 


MYSTIC, CONNECTICUT 


¥ 


Jupiter’s Headache 


Never before had JUPITER suffered 
with such a headache. In desperation 

he summoned the gods to Olympus 

and tried the remedies they suggested 
but without relief. Unable longer 

to bear the racking pain, he commanded 
his son VULCAN to cleave his head with 
an axe. Swish! the axe fell and out 

of JUPITER’S head stepped MINERVA, 
goddess of wisdom, fully grown, clad 

in shining armor, and chanting a 

pean of victory. JUPITER, apparently, 
had an IDEA, 


We, too, about 10 years had an idea for a 
better method of cleaning the skin. CREAM 
OF SOAP* is that method, and with it, in- 
expert hands can make the skin clean— 
quickly, thoroughly, harmlessly. There is 
no lather to develop. CREAM OF SOAP* 
is already in colloidal solution. It adsorbs 
the surface soil when rubbed on the skin, 
then rinses off completely with cold, hot, 
soft or hard water. CREAM OF SOAP* is 
neutral, has no perceptible chemical action 
on the skin surface, and can be safely used 
even when the skin is sensitive, irritated or 
disturbed. Samples gladly sent on request. 
Personal Luxuries Co., 55 West 16th St., 
New York 11, N. Y. 
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FROM 12% TO LESS THAN 1 
WITHIN 60 DAYS! 


Records of an industrial plant employing 2,000 show a reduction of m 
incidence starting almost immediately after the introduction of the Kolar 7 
protective plan. The team consists of 1132 Protective Cream, a lan 
emollient cream, and Foaming Oil Cleanser, a mild sulphonated veg 

with detergents. 

The cream is applied to all exposed skin surfaces before starting to work : 
form a film which is resistant to most industrial irritants, both oil | : 
water soluble. The cream and accumulated soil are washed off at lunch 
and at the end of the day with Foaming Oil. This mild cleanser thorough 
removes all soil, but does not defat the skin nor destroy the beneficial effers 
of the lanolin 


Eleven-Thirty-Two Cream and Foaming Oil are not dermatitis curatives; ¢! 
are a preventive method which has proved itself in numerous plants—we wil! bé 
pleased to submit case histories. 


KOLAR LABORATORIES, Inc. Seeley Ave. and Madison St., Chicago 12, |ii. 


NG THE SKIN 


Your Hands Are Your 


Best Instruments 


N lV E Superfatted BASIS SOAP 


will keep your skin smooth, 


* 


CREME or SKIN OIL 


free from seasonal irritations 


Available at prescription pharmacies 


LABORATORIES, INC, 


Nivea, Basis Soap, Reg. U. S. Pat. Off. 


Made by the makers of Elastoplast, elastic adhesive for support and compressior 
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e e e For the careful woman who shuns chemical depilatories because of its possible dangers and 
offensive odors. 


ee e the discriminating woman who avoids shaving because she detests “razor stubble.” 


e ee or the cautious woman who is unduly worried that removing unwanted hair will make it grow 


back coarser and heavier. 


Sie Cosmetic Epilator is a PRACTICAL solution 


Tier a bland wax-like compound, totally free Tr Treatments give freedom from unwanted 
from dangerous and ill-smelling chem- hair from 4 to 6 weeks, varying with indi- 
icals. It is NOT a chemical depilatory vidual hair growth. It will NOT make 


the hair grow back coarser and heavier. 
by “Stripping” hair trom above and Tif? Proud and Happy to be the first 
below the skin surface, leaving skin product of its kind to be accepted for 


clean and smooth, without any bristly idvertising in publications of the 


hair stubbles. American Medical Association. 


Epilating Treatments 
. DOCTOR: If jou have a patient with an unwanted 
hair problem on arms or leg we would like t 


trom Coast to Coast. ave you try STRIP Cosmetic Epilator. Just write 


for FREE sample sar and literature 


| 

at the Finer Beauty Salons l 
| 
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COSMETIC 
EPILATOR 
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Division of Gayla Cosmetics, 
Pittsfield Building, Chicago 3, Illinois 


Advantages of 
piisoderm 


1, pHisoderm contains no fatty-acids, alkali. 
color or perfume, approximately 40 per cent 
more surface-active and speedier than soap. 


2. pHisoderm makes an abundant lather in 
hard as well as soft water and under acid, neutral 
or alkaline conditions and at any temperature. It 
is active in cold sea-water. 


3. pHisoderm is non-irritating, non-toxic and 
hypo-allergenic. It is an unusually effective, 
safe, rapid cleanser of the skin, scalp and hair 
of infants and adults. 


We invite requests for samples and literature 


FAIRCHILD BROTHERS AND FOSTER 


New York 13, N. Y. 


70-76 Laight Street 


4. pHisoderm is indicated for use by physician 
as well as patients whose skins do not tolerat! 
the use of soap. 


Supplied in 2 oz. and 8 oz. bottles and in 
3 oz. refillable ejector dispensers. 


An oily type is available for those who 
have abnormally dry skin. 


Treadle dispensers of special design are 
required for hospital use and are available. 
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